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Abstract
This thesis is an examination of the practice of physiotherapy, an exploration of the 
context within which the profession of physiotherapy developed and an identification 
of the theoretical frameworks within which it is practised. The experiences of 
physiotherapists and nurses working in particular settings at a specific point in the 
development of the profession provided a starting point for the study. Physiotherapy, a 
profession openly dependent for a significant part of its history on medicine for its 
practice and knowledge base, is contextualised with reference to the development of a 
medical hegemony, the changing role of women in society, and the development of 
specialisms within physiotherapy.
A methodological framework was developed through the use of a naturalistic design 
which places the researcher within the study and legitimises personal perspectives. 
Knowledge of the field prior to the study, fieldwork observations, and findings from 
two sets of interviews generated the data which provided the framework for an 
exploration of the theoretical base for the practice of physiotherapy.
The thesis concludes by examining the components of context and theory which are 
fundamental to the practice of theory, and places them within a new framework. This 
new framework or paradigm is based on a re-evaluation of the concept of holism and 
goes back to the origins of this model which developed amidst the chaos of post-Boer 
was South Africa. The meaning of holism has been changed to make it nearer the 
concept of summative dualism which fits well with key concepts of balance, harmony 
and homeostasis. True holism is about movement and change and this is proposed as 
an appropriate model on which to base a paradigm for physiotherapy.
1. INTRODUCTION
Physiotherapy is a profession which has developed under the influence of a range of 
factors and which continues to respond to external and internal drivers. Both the 
context of practice and the content of physiotherapy are continually changing and the 
debate about whether there is a recognisable set of skills that can be labelled 
physiotherapy, or whether physiotherapy is what physiotherapists do, is one which has 
gone on ever since there were practitioners of the art and science of physiotherapy. 
Pany (1995) averred that she could not identify a profession that had a "less certain 
grip on its own identity". More recently the debate about what physiotherapy is has 
moved from the examination of a set of skills or techniques to an attempt to identify a 
body of knowledge unique to the practitioners of those techniques and separate from 
other disciplines such as medicine. (Pany 1991; Richardson 1993; Roberts 1994).
The importance of identifying this body of knowledge has been stressed by many, 
including Higgs and Titchen (1995).
The profession of physiotherapy has many roots and branches. Some of its roots, such 
as massage and exercise, can be traced back to the baths and gymnasia of ancient 
Greece and Rome, and China 3000 years BC (Barclay 1994); some of its branches are 
taking physiotherapy into new areas such as the physical and psychological assessment 
of exposure to different occupations (Frontline 1997). The history of the profession is 
that of an eclectic movement, deriving its practices from a range of sources and with 
no attachment to a particular set of philosophies or beliefs. It is essentially a pragmatic 
profession - "dealing with matters with regard to their practical requirements or 
consequences." (Concise Oxford Dictionary 1990).
This thesis is an exploration of the practice of physiotherapy, its attempts to establish a 
theoretical base, and the effect of the contextual issues which frame it. It is an 
exploration of a profession which moved away from independent, community based
Figure 1
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practice, chose to operate under the patronage of medical men within hospitals and is 
now emerging as an independent, or quasi-independent profession, working in a 
variety of settings in response to changing social and political demands.
There are three main strands to the thesis. One is an exploration of the social, 
historical and political contextual issues which have influenced the way in which 
physiotherapy has been practised over the last decade, the second an examination of 
the clinical practice of physiotherapy in two specific settings, and the third the 
identification of theories used by physiotherapists to explain their practice. (Figure 1)
Fieldwork carried out over several months in 1987 provided a picture of the clinical 
practice of a group of physiotherapists at a particular time and in particular places. 
From the extremely rich and varied data generated by the fieldwork, a framework for 
the exploration of the theoretical and contextual issues that surround the practice of 
physiotherapy was built. The data from that fieldwork is presented as the foundation 
for the development of the theoretical framework of the thesis. The themes that 
emerged from that period of the study informed the development of the theoretical 
framework and are reflected throughout the analysis of a range of issues, theoretical 
and contextual, pertinent to the practice of physiotherapy. (Figure 2).
The search for explanations and for patterns in the development and delivery of 
physiotherapy practice led to the discovery of a range of theories available to and used 
by physiotherapists. An exploration of the origins and implications of these theories, 
and their underlying beliefs and assumptions, illuminated the search for paradigms of 
physiotherapy, an urgent need for the profession identified by Richardson (1993), 
Grant (1995) and others. The hegemony of medicine and its overwhelming influence 
on the theoretical framework within which physiotherapy operates, alternative models 
of health, and in particular the social and holistic models, form a substantial part of the 
search for identifiable theory on which the practice of physiotherapy is based.
The historical, social and political context in which physiotherapy, and indeed all 
health care, is delivered is examined, with the key features being the emergence of an 
organised female profession able to articulate its history, women's role in society and 
in particular in the world of medicine, the organisation of health care delivery - the 
development of hospital based medicine, the NHS reforms of the 1990s, and more 
parochially the issue of the regulation of the physiotherapy profession through state 
registration in 1960 and beyond.
The government reforms of the 1990s in particular had a massive impact on the way 
physiotherapy is delivered. The shift of resources and control to doctors in primary 
care, the decision to provide more services, particularly for elderly people, in 
community settings rather than in hospitals, and the split of health care provision into 
purchaser and provider components, are manifestations of the revolution that has swept 
across health during this decade. Physiotherapy has not been exempt from its effects, 
and the changing context is examined in the light of its impact on the practice of 
physiotherapy.
The story of the changing nature of physiotherapy education, and in particular the 
impact of the move into institutions of higher education, is told as an example of the 
influence of context on the development of a profession, control over the process and 
content of education being an important part of professional identity. The evolution of 
specialisms is explored to illustrate the influence of theory on the unfolding practice of 
physiotherapists and the tensions created by an inadequate theoretical base.
The strength of this thesis lies in its multiple levels of exploration - both 
methodologically and contextually. Methodologically the design emerged from within 
the thesis and was generated concurrently with the analysis of the findings.
Qualitative research data gleaned from the fieldwork, from contemporary and 
historical accounts of the development of profession and its relationship with other
professions, notably medicine and nursing, and from analysis of models of health care, 
created the context for an examination of physiotherapy practice. (Figure 2).
1.1 The Practice of Physiotherapy
The research process began with an examination of the clinical practice of 
physiotherapy within particular settings and it was from the data produced during the 
fieldwork that the thesis developed. The impetus for it came from a desire to explore 
issues arising from work done with elderly patients in two health authorities and this 
provided the setting for an examination of the practice of physiotherapy. During the 
time spent working as a clinical physiotherapist in these two hospitals the varying 
nature of the relationships between physiotherapists and nurses and an apparent effect 
of this relationship on patient care was noted. Specifically it was observed that 
physiotherapists working on wards for the elderly relied heavily on nursing staff both 
qualified and unqualified, for referrals.
Consultant medical staff at both hospitals gave 'blanket referral', that is they considered 
the physiotherapy staff to be clinically and managerially responsible for deciding who 
needed physiotherapy treatment. While most physiotherapists welcomed this 
recognition of their professional autonomy, it meant in practice that no screening was 
done by the medical staff and therefore the workload of assessing every patient for 
possible physiotherapy intervention was unmanageable. In neither hospital was it 
considered possible or even desirable to assess all patients regularly to see if either 
new admissions needed physiotherapy or if existing or long-stay patients had 
deteriorated and would benefit from physiotherapy intervention. It was therefore 
essential to make use of the knowledge that other staff, and in particular nurses, had 
about the patients to help prioritise treatment and make more effective use of the 
physiotherapy input available.
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A close working relationship with nursing colleagues was considered necessary by the 
physiotherapists to facilitate their therapeutic input. However, marked differences 
were noted in the way nursing staff reacted to physiotherapists. Many were openly 
hostile and appeared to resent the involvement of both physiotherapists and 
occupational therapists in patient care. Others welcomed additional professional 
expertise and did not appear to feel threatened by other practitioners wanting to work 
closely with them. It was felt at this stage that nurses at the two different hospitals 
held markedly different attitudes towards cooperating in a multi-disciplinary delivery 
of care and that this was largely dependent on where they worked. Several reasons for 
these different attitudes were considered at this stage.
There were different experiences of physiotherapy in each hospital; one had a long 
history of a well established physiotherapy service, the other did not. There were 
different working environments; in one hospital there was a small physiotherapy 
department attached to the geriatric wards which meant that patients received some of 
their physiotherapy off the ward and out of the nurses’ charge, in the other hospital 
there was no physiotherapy department and all treatment was done on the ward.
There were different management strategies; physiotherapy management in one 
hospital was dynamic and the superintendent physiotherapist was determined to give 
the service a high profile and make it as effective as possible. In the other the service 
was part-time and managed from the acute hospital two miles away by a 
superintendent physiotherapist who rarely visited the site. Nurse managers in one 
hospital appeared willing to work with physiotherapists to benefit the service to the 
patients; in the other it appeared that nurse managers were determined to prove they 
could manage without any paramedical input and that any friction was due to 
personality clashes with individual therapists. These issues and their effect on the 
delivery of care to elderly people was the starting point for the fieldwork.
The specific professional interest of the researcher as a physiotherapist was the care of
elderly people. There were two particular clinical areas of interest - continence 
promotion and the management of pressure sores. Incontinence and pressure sores 
were major problems for elderly patients and all those concerned in their care. These 
two clinical areas became a focus for questions relating to issues of physiotherapist- 
nurse interaction.
Although at this stage the emphasis of the study was intended to be on nurses' 
perceptions of physiotherapy it was thought that a preliminary stage would be to 
discover what physiotherapists themselves thought physiotherapy had to offer elderly 
patients. The thinking behind this was that it would be useful to document how 
physiotherapists described their practice as a precursor to documenting how others 
described it. It was this decision to move from an exploration of what nurses thought 
physiotherapists did to an examination of what physiotherapists thought they did that 
laid the foundation of the thesis.
The emphasis of the study at this stage was veiy much on care and how the 
professional relationships between professionals working with the elderly affected the 
care received by patients. Various quality assurance measures, developed particularly 
for nursing, were examined to see if inter-disciplinary cooperation was a factor taken 
into account. While various professional groups were each evaluating the service they 
delivered, it did not appear that anyone was taking an overall view of the total care 
received by patients. Early objectives therefore included such phrases as "to describe 
aspects of quality of care offered to elderly patients..." and "to investigate 
relationships between inter-disciplinary management of elderly patients and quality of 
care delivered."
However, as the study developed it became apparent that this was too large and 
complex an area to be investigated satisfactorily within the research project as it stood. 
The original aims were therefore modified to concentrate specifically on physiotherapy
practice and the understanding of it held by physiotherapists and nurses. In order to 
make meaning of physiotherapy as a practical application of skills an understanding 
had to be gained of the mind set of the practitioners themselves.
"Human behaviour cannot be understood without 
reference to the meanings and purposes attached by human 
actors to their activities." (Guba and Lincoln 1994 pl06).
Results from the analysis of the fieldwork data showed that relationships between 
nurses and physiotherapists were poor in both settings. The usual explanation given 
was that there were 'difficult’ personalities and that this was the basis of disagreements. 
However, it appeared to be more deep rooted than that and analysis of the data showed 
that physiotherapists and nurses were using different conceptual models to determine 
their practice. Differences in these models within the same setting was leading to 
conflict in practice with a lack of understanding of the origins of the conflict. The 
conceptual models used were not profession specific but appeared to be determined by 
contextual issues. The next stage was therefore to examine the origins of these 
models, particularly those relating directly to physiotherapy, and their effect on 
practice and on relationships with others. From the specifics therefore of the practice 
of physiotherapy in a particular setting, the research expanded to encompass the 
meanings given to the profession by its practitioners, their conceptual frameworks and 
the theoretical basis of physiotherapy.
1.2 Practitioner Research
In looking for a methodological approach to examine the issues described above the 
importance of using the involvement of the researcher as a strength rather than 
something to be explained away became apparent. Punch (1994) argues that personal 
and anecdotal accounts, often not recorded, add up to a "stream of thought" that attacks 
traditional methodology and relies on total immersion in the field. Listening to the 
stories told by individuals about their knowledge and understanding of what they do
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challenges claims that research, like science, is intrinsically neutral. An approach was 
adopted therefore that recognised the importance of the stories people told, and 
allowed the design to emerge during the process of the research.
One of the strengths of qualitative data is that it provides contextual information and 
overcomes the problems of the context stripping of the positivist approach. Research 
methods which are designed to exclude variables which, if included, might alter the 
findings are limited in their usefulness as the findings from them are only applicable to 
similarly contextually stripped situations. (Guba and Lincoln 1994). The advantages 
of close links therefore were felt to outweigh any potential and actual disadvantages.
Access was readily granted to the researcher and it seemed that an insider studying 
aspects of health care was not as threatening as an outsider. This clear identity as a 
physiotherapist also facilitated access to the previously employing health authority. It 
was seen as good for a physiotherapist to be studying aspects of care of elderly people 
at a time when the profession was realising the importance of improving its research 
base. Many of the professionals with whom negotiations were undertaken identified 
closely with the questions being asked in the study and all appeared to be of the 
opinion that these were important issues that should be made explicit.
Practitioner researchers bring to a study a whole wealth of background knowledge and 
experience that can only be acquired by working as that particular professional in 
that specific area. A long period of what is essentially participant observation and 
total immersion in the culture in which the investigation is to be grounded means that 
professional terminology is known and common working practices and routines 
understood. (Vidich and Lyman 1994). The practitioner is therefore in a good 
position to record what is different and what is usual in their own field of expertise. 
This can be a clear advantage over the stranger to whom everything may appear 
unusual. It enables focus on unusual practices, or events which in their experience are
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not the norm. Having good knowledge and experience in the field enables the intuition 
of a practitioner to identity and prioritise issues and to select areas to be investigated. 
These are more likely to be considered important or relevant by other practitioners and 
to be of direct relevance to clinical practice.
As the study was so deeply rooted in practice it was seen as unnecessary and indeed 
impossible for the researcher to adopt a new role for the period of the investigation.
As long as it was acknowledged that this was a piece of research into clinical 
physiotherapy by a physiotherapist then the potential disadvantages of observer bias 
could be used to enhance the investigation.
Practitioner research, particularly involving participant observation, has its own 
inherent problems, ethical and practical, and is not a soft option. These were 
addressed throughout the study, particularly the fieldwork stage, and resolved with 
careful thought and consultation with participants. That they affected the fieldwork 
and its findings is undeniable. However, the value of an emergent design is that the 
lessons learnt from the process itself feed into the design and are part of the total 
picture instead of being something that distorts or warps the original methodology. 
Denzin and Lincoln (1994) describe the process of designing a qualitative research 
project as beginning with a socially situated researcher who moves from a research 
question to a paradigm or perspective and then into the empirical world. This is the 
model that best describes the approach adopted in this thesis.
1.3 The building blocks of the thesis
Analysis of the data collected during the fieldwork identified a profession which was 
unsure of, or unable to explain, its theoretical base. Physiotherapists described their 
practice in terms of the application of practical skills or techniques rather than as the 
application of knowledge or theory. Nursing staff on the other hand appeared to have
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a clearer idea of what they termed 'models' of practice. Published literature on these 
nursing models was available and did not appear to be matched by anything in the 
physiotherapy literature. However, an examination of the roots of these nursing 
models identified underlying conceptual frameworks which illuminated health care in 
general and allowed physiotherapy paradigms to be explored. A significant part of the 
thesis therefore is the identification and examination of a range of models which 
impact on or explain the practice of physiotherapy. In particular, the tension between 
models which explain physiotherapy in mechanistic terms, viewing the human body as 
a machine subject to purely physical laws, and those which seek to explain human 
existence in metaphysical terms, is identified and examined.
Contextual issues which were identified as being important and relevant to the 
development of physiotherapy as a profession were examined and included in the 
thesis to provide a clear framework within which the practice of physiotherapy is 
placed. These include the role of women in society at a key point in the development 
of the hegemony of medicine, the origins of organised healthcare and its regulation. 
These strands of the thesis are clearly large enough to warrant theses in their own 
rights and are included here only in so far as they illuminate the practice of 
physiotherapy, not as independent studies.
The study progresses from the specifics of physiotherapy practice as identified in the 
fieldwork, through the examination of societal and political influences on the 
development of the profession, into an exploration of the theory underpinning that 
practice. This showed a rapidly developing research base and a growing awareness of 
the importance of establishing sound theory to underpin physiotherapy practice. (Parry 
1991, Richardson 1993, Roberts 1994, Parry 1995).
However, tensions within the profession became evident with the emphasis on 
establishing credibility with others, notable medical practitioners, by defining
12
physiotherapy in their terms. Difficulties with this approach led to a search for 
explanations that were more firmly founded in the practice of physiotherapy. The 
drive to establish a credible body of knowledge has come from several sources - 
political with the call for evidence based practice and cost effectiveness, financial with 
competition between practitioners including the advent of state registration for 
osteopaths and chiropractors, and academic with the move of physiotherapy 
undergraduate education into institutions of higher education. The thesis therefore 
addresses these issues in so far as they have influenced the development of 
physiotherapy theory and affected the practice of physiotherapy.
The thesis deals with issues that are complex and interrelated. They are of necessity 
dealt with discretely but drawn together in the conclusion which identifies the 
components of a new paradigm for physiotherapy. These components are those which 
the work undertaken has identified as being the key drivers for physiotherapy practice 
in the 21st century. They are focused around two key themes - new relationships 
between physiotherapists, patients and other health care professionals, and the 
acknowledgment and articulation of a range of theoretical models which currently 
underpin practice. Key to a new paradigm is holism, the exploration of which leads to 
the conclusion that this model for change could form a firm basis for the future of 
physiotherapy.
At a time when the health care professions face new challenges, new ways of thinking 
about practice are required. This challenge to rethink what physiotherapists do and 
why, and their relationship with other health professionals may well lead to a re­
structuring of professional boundaries. (Roberts and Smith 2000; Roberts, Smith and 
Balmer 2000; Smith, Roberts and Balmer 2000). This thesis offers a framework for 
exploring the origins of the profession of physiotherapy, the theoretical and contextual 
framework for its practice, and draws on these frameworks to identify the elements of 
a new paradigm for physiotherapy.
1.4 Objectives
1. To investigate physiotherapy practice and the understanding of it held by 
physiotherapists and nurses in particular settings.
2. To investigate the theoretical models available to and used by physiotherapists.
3. To investigate the contextual issues which have influenced the development and 
practice of physiotherapy.
4. To develop a methodology appropriate to the emerging study.
5. To identify the components of a new paradigm for physiotherapy.
14
2. BACKGROUND
An investigation of issues of contemporary physiotherapy practice necessarily involves 
a study of the accounts of the history of the development of physiotherapy. This 
section describes that development, within the United Kingdom, and varying accounts 
of the origin of the profession. Physiotherapy's relationship with medicine is also 
examined in the light of the events leading up to the formation of the Chartered 
Society of Physiotherapy. The story of the push for specialisation within the 
profession and the development of clinical interest groups is then recounted to gain 
insight into some of the issues which have shaped the professional practice of 
physiotherapy.
2.1 The Organisation of Physiotherapy
The Chartered Society of Physiotherapy (CSP) is the professional association of 
Chartered Physiotherapists in Britain. The term professional association is used to 
describe the formal organisation of the practitioners of a profession (Carr-Saunders 
and Wilson 1933 cited Sim 1985). According to these authors the functions of a 
professional society are various and include controlling standards of entry to the 
profession through an examining and licensing system. Its existence therefore fulfilled 
one of what Sim (1985) claims to be the true criteria of a profession, that of selective 
entry. However the passing of the Professions Supplementary to Medicine Act (1960) 
significantly affected the control the CSP could exert.
The debate on state registration had started in the 1920s when Barclay (1994) notes 
that the threat to private practitioners from untrained rivals led to calls for legislation 
similar to that controlling dentistry. The debate was to continue until the passing of 
the PSM Act in 1960 but as this only controlled those physiotherapists working in the 
National Health Service the needs of private practitioners was not addressed until the 
review of the PSM Act undertaken on behalf of the government by JM Consulting Ltd
in 1996 addressed the issue of protection of common title.
Up to the formation of the Council for Professions Supplementary to Medicine 
(CPSM) in 1960 the CSP controlled its own educational process; the setting up of the 
CPSM threatened this (Jones 1991). While retaining ultimate control the CPSM 
delegated its examining and licensing powers to a Joint Validating Panel made up of 
CSP and CPSM members. Jones (1991) however argues that through the CPSM, the 
setting up of which was welcomed by physiotherapists and other professionals 
involved, ultimate control of the physiotherapy curriculum by physiotherapists was 
lost. The Physiotherapy Board of the CPSM has nine physiotherapy members and 
eight non-physiotherapy members, but all decisions have to be ratified by the Council, 
where there is no physiotherapy majority, then by Privy Council.
In evidence to the Cope report (DHSS 1951) the Chartered Society of Physiotherapy 
had called for a ’Council for Physical Therapy’ similar in concept to the General 
Nursing Council (Larkin 1983, Barclay 1994). This call was rejected and it is noted by 
Barclay (1994) that Captain Nathan, a private practitioner member, reproached 
Council for its ineffectual dealings with the Ministry of Health. He claimed that 
Ministry officials:
’’regarded the CSP not as an important body with 
whom they were glad to confer, but as an irritating body 
who were always insinuating their imagined status in 
support of their arguments, and because of this ....were 
taking little heed of their submissions.”
(Barclay 1994 pi 64)
The Cope proposals were opposed by all those affected by it and their reactionary 
nature had the effect of uniting a disparate group of medical auxiliaries. They were 
eventually modified into what was to become the PSM Act (1960) which was a 
compromise. It gave physiotherapy the status of a profession supplementary to
16
medicine, more than the British Medical Association wanted, but less than 
physiotherapists had hoped for.
Growing dissatisfaction with the workings of the 1960 Act was targeted on two areas. 
One was the ineffectiveness of the legislation in dealing with unqualified practitioners 
in the private sector, anxieties exacerbated by the refusal of the government to prohibit 
the use of unregistered physiotherapists by fundholding General Practitioners. In 
1981 a DHSS (1981) consultative document had been published which seemed to offer 
the opportunity to gain protection for the title physiotherapist. However the profession 
could not agree on whether it should go for closure of title or closure of function. 
(Barclay 1994). The other main complaint was that the disciplinary procedures of the 
CPSM were not adequate or appropriate to deal with an increasingly litiginous 
population.
The refusal of the government to consider new legislation was undermined by a Bill 
proposing the setting up of the General Council and Register of Osteopaths in 1993, a 
move which led to renewed calls for an urgent revision of the Act that governed the 
practice of physiotherapy. As noted by Simon (1993) the CSP's attitude was generally 
welcoming to a statutory register for osteopaths but it was, he claimed, saddened that 
the Government was not prepared to give the same level of protection of title to 
physiotherapists.
"We will continue to press for revision of the 1960 
Professions Supplementaiy to Medicine Act to bring 
registration arrangements for PSMs into line with other 
health care professions. The Osteopaths' Bill strengthens 
our case." (Simon 1993 p6)
Faced with the prospect of nine separate professions calling for their own Act 
Baroness Cumberledge recommended a review be carried out. In 1996 JM Consulting 
Ltd published their report (JM Consulting Ltd 1996).
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The decision of a previously intransigent government firmly in favour of deregulation 
to commission a review should not be seen only as a reaction to the growing demands 
for revision by the professions concerned, in particular physiotherapy and chiropody. It 
was also an opportunity for the government’s own agenda for the professions allied to 
medicine to be effected. In return for protection of common title the professions were 
losing their autonomous Boards and being put under the control of an overarching 
Council which would have no single professional voice. Physiotherapy was being put 
together with professions as diverse as art and drama therapy, radiography and bio­
medical science. The existence of separate Councils for medicine, dentistry, nursing 
and osteopathy, professions with which physiotherapy at times had more in common 
than those covered by the PSM Act, was an anomaly that was of little concern to 
anyone outside the professions involved. A typical comment voiced at a meeting to 
discuss the issues around the review, and made by a key medical stakeholder, was that 
the nine professions had common roots as they all practised primarily in hospitals and 
under the control of doctors.
2.2 The Origins of the Professional Body
In 1948 the CSP published its official history (Wicksteed 1948). This commissioned 
work set out to trace the origins of organised physiotherapy in this country. According 
to this account the roots of modem physiotherapy are to be found in nursing.
Wicksteed starts her account of the history of the present Chartered Society of 
Physiotherapy in the summer of 1894 when nine nursing and midwifery colleagues 
joined together to form the first Society of Massage. The CSP acknowledges these 
nine nurses as its founders and chronicles the Society of Trained Masseuses as the 
forerunner of the present Society (CSP 1980).
This view is accepted by nurses who have investigated the relationship between 
nursing and physiotherapy. As Pearson and Vaughan (1986) explain:
"An understanding of the origins of many of the 
complementary paramedical groups such as physiotherapists 
... clearly demonstrates that their roots lie in nursing."
(Pearson and Vaughan 1986 p21).
Wicksteed traced the development of the CSP through to 1948 and the arrival of the 
National Health Service. Milestones along this path include amalgamations with other 
societies such as the Institute of Massage and Medical Gymnastics (1920), and The 
Incorporation of Physiotherapists (1945). In May 1980 the CSP published details of 
the stages the Society had gone through after 1948. These include amalgamations with 
The Faculty of Physiotherapists in 1968 and The Physiotherapists Association Ltd in 
1970. Since this account was published there has been another amalgamation - with 
the Society of Remedial Gymnastics in 1986. This latest merger brought back into the 
fold of the CSP a splinter group of male gymnasts who set up the Society of Remedial 
Gymnasts after the second world war (Mercer 1979).
Little has been written about the origins of many of these groups, Barclay's history of 
the Chartered Society of Physiotherapy 1894-1994 (1994) being the seminal work in 
this area. However it is clear, from their titles and from Barclay's descriptions, that 
they were not as firmly embedded in the hospital nursing tradition as the nine women 
who formed the Society of Massage in 1894. It may be that the choice of the official 
archivists of the organisation to follow the strand connecting the Chartered Society of 
Physiotherapy to these nine women rather than alternative options was made to 
reinforce the respectability of the origins of physiotherapy.
The existence of various organised groups of physiotherapists, and the work being 
done in Sweden by such people as Madame Bergman Osterberg, Gerda Nyholm and 
Miss Adolphson, whose contribution to the development of the profession is 
acknowledged by Wicksteed, demonstrates that the history of organised physiotherapy 
practice is not synonymous with the history of the Chartered Society of Physiotherapy.
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Equally in claiming through its Royal Charter to be the legitimate practitioners of 
massage the Chartered Society is assuming a role that may not go unchallenged. As 
Larkin (1983) states:
"Physical medicine itself, particularly in the form of massage and 
manipulation has very ancient origins." (Larkin 1983 p92)
Pratt and Mason (1981) also emphasise the point that massage is one of the most 
ancient therapies known to mankind. Indeed, towards the end of 1992 a British 
Council of Massage has been set up to bring together all those practising massage in 
order to regularise its practice. Chartered Physiotherapists may claim to be the 
rightful practitioners of this therapy but massage exists outside the auspices of the 
CSP. However, the sequence of successful mergers that have occurred during the 
CSPs existence have left it in the position of being the representative organisation for 
all practitioners of physiotherapy in the UK apart from a small number, estimated in a 
1994 CSP exercise as 300, of unregistered physiotherapists, most of whom are trained 
by and members of the SMAE Institute (Simon 1994 personal communication).
What is clear is that once masseuses and teachers of remedial exercises formed 
themselves into discrete organisations it was possible for a history of the profession to 
be chronicled. Once chronicled this account became the accepted version and thus the 
history of physiotherapy in this country has been taken to mean the history of the 
Chartered Society of Physiotherapy. The appropriateness of this history has been 
challenged by Williams (1986):
"Our founders did not begin physiotherapy, indeed far 
from it. Massage is a very ancient form of treatment."
(Williams 1986 p69)
Nursing historians, amongst others, have challenged the authorised versions of their 
origins. Davies (1980), Versluyen (1980), Ehrenreich and English (1973) have all 
offered evidence to counter the traditional picture of the modem nurse created by
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Florence Nightingale's reforming zeal out of Dicken's Sarah Gamp. They have chosen 
to examine the role women played as lay healers throughout history which has been 
largely ignored by those who chronicled nursing history. This approach has 
implications for physiotherapy which needs to look further back than 1894 for its 
origins. As Versluyen (1980) states:
"To date the history of health care has been 
fairly narrowly conceived as the history of organised 
medicine." (Versluyen 1980 p i77)
The accepted account of physiotherapy as having originated from within nursing has 
led to claims by nurses that physiotherapy skills were once nursing skills which nurses 
somehow lost. Pearson and Vaughan (1986) see this as a natural result of the 
reductionist approach which they claim so strongly influenced medicine and nursing 
and led to the formation of new occupational groups which took over some of the 
functions previously carried out by nurses. They particularly cite the loss of the skill 
of 'encouraging mobility' to physiotherapists as evidence of the inappropriateness of a 
reductionist approach to health care. However as noted by Davies (1980) histories of 
professions are often written from within that profession and with a special 
professional purpose.
Whatever the motives or purposes of the chroniclers of physiotherapy history, or 
however inappropriate it may in the future be considered, physiotherapy is currently 
seen by many nurses and physiotherapists as a branch of nursing which split away in 
1894, rather than as a separate profession.
2.3 Physiotherapy and its Relationship to Medicine
In 1894, when the first Society of Massage was formed, massage had been enjoying a 
revival of its popularity in the high society of that time. Sir William Bennett (quoted 
in Wicksteed 1948) noted that:
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"it became at one time almost a matter of honour for any 
lady of position in society to have a course in massage, and 
to be visited by her masseur or masseuse, generally once in 
the day before she commenced her other occupations."
(Wicksteed 1948 p22).
This growth in the popularity of massage was accompanied by a number of scandals 
concerning 'houses of ill-fame' and a linking in the public mind of massage with these 
less than reputable establishments. A series of 'Massage Scandals’ filled the popular 
press in 1894 but what was very alarming to those ladies who were anxious to 
establish massage as a respectable form of treatment was the publication in July 
1894 of an article in the British Medical Journal (1894). Cited in Wicksteed this 
article states that its author found it necessary to warn readers against the use of 
massage on account of the number of unscrupulous person practising it. Wicksteed 
claims that the women who formed the ’Society of Massage’ in 1894 were motivated 
by a concern that massage should become respectable and that it was the threat to the 
’good name’ of massage that led to the formation of The Society of Trained Masseuses 
in 1895. As Barclay (1994) notes:
"...the founder's action was... a reactionary 
protection of their reputation amid the 'massage scandals' of 
the 1890s..." (Barclay 1994 pxii)
Twenty five years later The Hospital carried a report of efforts being made by London 
County Council to regulate massage establishments. The Select Committee of the 
House of Commons had been informed by the Council that existing legislation was 
inadequate and not nearly strong enough to suppress what was considered 'a grave 
social evil.' (The Hospital 1920). The report notes that:
"It is only just to the properly conducted massage 
establishments that the less reputable places should be 
ruthlessly weeded out." (The Hospital 1920 pl79).
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It is noted with some satisfaction in The Hospital (1920) that The Chartered Society of 
Massage and Medical Gymnastics - formed in that year from the Incorporated Society 
of Trained Masseuses with the Institute of Massage and Remedial Gymnastics and 
granted a Royal Charter - had been 'exceedingly fortunate' in securing as Chairman of 
Council Sir. E. Cooper Peny, consulting physician to Guy's Hospital and Principal 
Officer to London University. From 1920 until 1972 the post of Chairman was held 
by a succession of medical men and women and it was not until 1972 that the 
Chartered Society of Physiotherapy, as it had become in 1943, was to elect a 
physiotherapist as Chairman of Council - Miss Lois Dyer (Barclay 1994).
Opting for medical patronage appears to have been the means by which these women 
believed they could obtain the respectability they deserved. From the very first 
attempts to achieve legitimacy it was made clear that masseuses were to treat patients 
only under instructions from a qualified doctor. This medical control was reinforced 
throughout the development of the professional organisation of physiotherapy in this 
country. The founders of the CSP wanted the medical profession to give them the 
credibility and respectability they felt they needed and in return accepted a reduction in 
their professional autonomy.
Barclay (1994) considers the mid-1970's to be the point that marked the demise of 
medical control and the acquisition of full professional status for physiotherapy. It was 
at this time that the bye-laws were changed, with the necessary agreement of the Privy 
Council, to allow treatment by physiotherapists in emergencies without a medical 
referral, but the norm was still that a medical referral was required. However, control 
of the profession through the need for medical referral except in emergencies was to 
continue until January 1987 when, under the new bye-laws introduced in that year, 
Chartered Physiotherapists were permitted to take direct referrals, but with the 
understanding that close cooperation would be maintained with the medical profession.
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This decision to achieve respectability by opting for medical patronage had far- 
reaching effects on the way physiotherapy practice developed. The issue was not just 
one of physiotherapists not being allowed to treat patients unless referred by a doctor 
or dentist, but one of how physiotherapists developed their understanding of their 
role within medicine and society.
Writers such as Friedson, Ehrenreich, and Zola have studied the place of medicine in 
society and the way organised medicine achieved domination of the healing 
professions. Friedson (1970) notes the problems doctors had in coming to terms with 
other healers. They faced the dilemma of wanting and needing the services offered by 
alternative healers, but fearing their expansion if not controlled by the medical 
profession. Miles-Tapping (1985) identified three forms of medical dominance that 
have been studied by many sociologists - subordination, limitation and exclusion. 
Physiotherapy was controlled by being made subordinate to medicine.
Friedson argues that in the medical model of disease the functions of diagnosis and 
treatment are paramount and put the doctor firmly in charge. Other tasks, carried out 
by other workers, are seen to assist in these primary functions of medicine and the 
people who cany out these subordinate tasks are therefore subordinate to the doctor. 
The occupations defined as subordinate had a choice. Some, including physiotherapy 
and dentistry, accepted medical dominance. Others such as osteopathy did not and 
were marginalised as ’quacks’. In particular, they were denied access to patients within 
the National Health Service and so their effective practice was reduced.
Miles-Tapping (1985) illustrates the reality of this choice by arguing that dentists were 
an occupational group potentially in direct competition with doctors. By accepting the 
medical model of disease based on the germ theory and limiting their treatment to a 
specific part of the body, dentists avoided conflict with the medical profession and 
benefited from the high status society awarded doctors.
24
Osteopaths (in the United Kingdom) and chiropractors (in Canada) resisted medical 
dominance. Because they refused to accept medical theories of disease osteopaths 
were denied medical recognition. Although their practice of manipulative procedures 
connected them closely to physiotherapy, their refusal denied them the legitimacy of 
orthodox medicine. It did however, allow them to develop alternative theories. Larkin 
(1983) recognises the threat alternative medical theories pose to the medical 
profession. In his study of occupational monopoly he argues that physiotherapists had 
to distance themselves from any alternative medicine:
"The medical profession has sought out the 
skills of the physiotherapist provided that they were 
uncontaminated by osteopathic concepts of pathology."
(Larkin 1983 p93).
Miles-Tapping discusses the similar case of chiropractors in Canada who refused to 
accept medical control of their knowledge base. They have not been controlled by 
medicine and have therefore been free to select their own definitions of what 
constitutes knowledge and reality. It is, according to Miles-Tapping, this control of the 
knowledge base that is the key to medicine's control of the paramedical professions.
By insisting that physiotherapy practice is judged by its 'scientific' worth and that only 
scientific facts are legitimate, doctors assert their dominance over physiotherapy:
"As long as the physiotherapy profession rests its 
body of knowledge and practice on the medical model, it 
will continue to be subjected to medical dominance."
(Miles-Tapping 1985 p293)
The similarity of the physiotherapy and nursing profession in their subordination to 
medicine is noted by Friedson (1970). In discussing the ways in which healing 
professions coped with the increase in medical dominance he argues that while some 
such as dentistry managed to remain fairly independent of medicine, some became 
fully integrated and were taken over by the doctor while others such as nursing
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accepted medical dominance. This allowed them to still cany out their essential 
functions but firmly under medical control.
Jones (1991) claims that physiotherapy as a profession has moved significantly along 
the continuum of professionalisation. He includes the existence of a discrete body of 
knowledge and area of practice, and the existence of systematic theory as prerequisites 
of professionalisation that have been met by physiotherapy. He argues that it is 
through management structures that physiotherapy will attain and retain its 
professional autonomy and perceives the move to non-physiotherapy management of 
physiotherapy services to be the biggest threat to the autonomous and independent 
practice of physiotherapy.
The Tunbridge report (DHSS 1972) certainly reinforced the dominance of the medical 
profession in the management, supervision and clinical practice of physiotherapy.
This provided the structure through which medicine could continue its control. 
However, the weakening of this structure envisaged in the McMillan report (DHSS 
1973) and the acknowledgement that senior members of the physiotherapy profession 
were able to organise their own departments did not remove this control. Jones claims 
that the McMillan report demonstrated a "quantum leap" in official attitudes towards 
the remedial professions. However, it is difficult to see this report as a watershed 
when it still placed the organisation of physiotherapy departments 'within the 
framework set by a consultant', and still promoted the idea of medically orientated 
physiotherapy practice.
2.4 Education, Specialities and Specialisms
The historical account of the development of organised physiotherapy practice in this 
country demonstrates quite clearly that those women hailed as the founders of the 
profession accepted medical patronage in order to gain respectability at the turn of the
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century. They allied themselves with orthodox medicine and thus, knowingly or 
not, gave up control of the knowledge base of their profession. The increasing 
hegemony of medicine boosted the status of those professions that chose to ally 
themselves to it, but restricted their autonomous development. Larkin identified the 
discontent that this was causing by the early 1940’s:
"Thus by the early 1940's the two extreme factions within the Chartered 
Soceity were bitterly divided. One group argued that the link with the 
medical profession had brought nothing but harm, whilst the leadership 
group suggested the opposite.” Larkin (1983 pi 19).
Acceptance of the medical model meant subordination of physiotherapy to the key 
medical functions of diagnosis and cure and prevented significant progress being made 
towards the articulation of physiotherapy's unique knowledge base. Larkin (1983) 
notes the British Medical Journal's warning in 1948 against the lessening of medical 
control which was clearly needed to prevent physiotherapists developing a 
pathological and therapeutic system of their own like osteopathy (BMJ 1948).
Two key issues that need to be explored further to examine the practice of 
physiotherapy are the growth in the hegemony of medicine in the 19th and 20th 
centuries, and the role of women in the society of that period. The link between the 
development of the organised practice of physiotherapy and the medical profession has 
been shown through the history of the Chartered Society of Physiotherapy. An 
examination therefore of the growth in influence of medicine in society will illuminate 
the relationship between the two professions. As a mainly female profession, which 
actively excluded men from its ranks until the 1920’s, an examination of the attitudes 
of society towards women’s role in the relationship between medicine and society will 
again illuminate some of the issues that have influenced the development of the 
physiotherapy profession.
Larkin (1984) identified the political processes of role construction with his claim that
27
the incorporation of physiotherapists into what he terms the modem medical division 
of labour was through a system of patronage which reflected medical interests and
"that the character and boundaries of physiotherapists' 
knowledge and training have been extensively affected by 
what was permitted rather than by what was desired."
(Larkin 1983 p i24)
The argument that physiotherapy’s domination by medicine continues in spite of 
organisational and legislative changes and is because of its continuing reliance on 
medical theory for its knowledge base is developed further at a later stage. An 
examination of the theoretical models of health that are available to the profession 
together with a discussion on the reasons why these alternative models have not been 
taken up by the profession is a later part of this thesis.
Physiotherapy Education
Significant changes in the way physiotherapists were educated took place between 
1974 and 1997. This period was characterised by move from diplomate profession to 
all graduate profession and by the continuing debate over the relationship between 
formal classroom based learning and learning through clinical practice.
In 1970 the policy of the Chartered Society of Physiotherapy was to encourage the 
development of a limited number of degree courses so as to have a small number of 
graduates in the profession. There were strong arguments put forward against an all 
graduate profession and there was uncertainty about the value of degree courses for all 
in a profession where the "practical applications of skills is so important." (Piercy 
1979).
Piercy argued that the profession must revisit the arguments and base its decision, 
hopefully for an all graduate profession, on giving improved care to patients. She 
acknowledged the very real and widely held concerns that "the trend to transfer to 
higher educational institutions will separate the clinical and educational components of
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the course." This fear of separateness was to become a recurring theme right through 
to the development of the 1996 Curriculum Framework. However Piercy (1979) refers 
to a CPSM working party on higher and further education and supports one of their 
main arguments in favour of an all graduate profession:
"The purpose of physiotherapy education is to 
produce skilled clinicians, who are capable of a critical 
approach to their work in order to form decisions and 
achieve the most effective results." (Piercy 1979 pl86)
In November 1979 the CSP Education Committee issued a policy statement in favour 
of all degree courses. The emphasis was on the importance of developing a critical, 
evaluative approach to practice and practitioners who would regard learning as a life­
long process:
"We see no service needs, other than those fulfilled 
by helpers which do not require the critical, evaluative 
approach to professional skills acquired during a degree 
level professional course." (CSP 1979)
"The values and skills associated with critical 
evaluation, analysis, development and innovation must 
become a part of the preparation of the physiotherapist.
Degree courses in physiotherapy would provide these skills 
and would provide ready access to instruction, expertise and 
facilities for post-graduate studies." (CSP 1979)
In 1980 the first British graduates in physiotherapy completed the 4 year course at 
Ulster Polytechnic's School of Health Sciences. (Barclay 1994). In 1981 the London 
Hospital School of Physiotherapy took in its first students for the BSc physiotherapy 
course and following these successes the CSP put the case for an all-graduate 
profession to the Minister of State for Social Security in 1981.
Funding constraints were used by the government to restrict the setting up of any 
further degree courses for physiotherapy in England and Wales. Edinburgh, Glasgow 
and Ulster however were not included under this embargo and developments
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continued, with Queen’s College Glasgow and two schools in the Republic of Ireland 
gaining approval for degree status in 1982 and 1983. The reason for the government 
embargo is believed by some to have been due to the beliefs of Sir Keith Joseph (first 
as Minister of State for Health, then Secretary of State for Education) who would not 
agree to any further degree courses for professions covered by the CPSM Act. In his 
view these professions were not academic subjects so should not be studied at degree 
level. This prejudice was never publicly articulated or put into policy statements, but 
was used to influence Privy Council (Larkin 1997 personal statement).
During the period of the moratorium an argument had been constructed around 
whether physiotherapy courses should be 3 years or 4 years in length. The need to 
resolve this was one reason given for not funding English and Welsh degree courses. 
The argument hinged on whether clinical education could count towards an academic 
award, as claimed by Brook and Party (1988) or whether 1000 hours had to be 
additional to 3 years academic study as in the Ulster model. This was resolved by 
1996 when the new Curriculum Framework adopted an integrated approach between 
clinical components and theoretical basis and therefore between clinicians and 
university lecturers (Brook 1996).
"The curriculum is based on the notion that the 
learning achieved by students in university and clinical 
settings is of equal educational significance and should be 
wholly integrated." (CSP 1996 p8)
However, the arguments within the profession over the desirability of an all degree 
profession had not been totally won. In 1986 List argued against move to Higher 
Education claiming that "the time has not yet come". She urged educators to move 
slowly and with great caution and expressed concern that it would leave the way open 
for others such as masseurs to replace physiotherapists in clinical practice.
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In 1988 Atkinson (Atkinson 1988) pushed for physiotherapy to move into institutions 
of Higher Education. She refuted arguments that the development of the academic 
side of profession would be to detriment of clinical practice and claimed that clinical 
competence and intellectual development are totally inter-dependent. She articulated 
the need to educate rather than train physiotherapists and to develop an attitude of 
enquiiy with research becoming a habit, a plea repeated regularly in the following 
years and still being made nine years later (Moore 1997).
Once Sir Keith Joseph resigned in 1989 the government embargo was lifted and "a 
period of explosive development in physiotherapy education followed". (Walker and 
Humphreys 1994). Teesside, Sheffield, Coventry and Newcastle went to degree status 
very quickly as these schools had used the embargo period to develop courses ready 
for validation. Between 1989 and 1992 twenty four physiotherapy degrees were 
established in the United Kingdom and the profession became all-graduate by entry in 
September 1992.
One of the main tensions amongst academics and clinicians throughout this period was 
between the desire for academic recognition and the fear of losing practical skills. 
These two components were not always seen as compatible. Higher education was 
valued as the means to develop reflective practice, a research base for profession and 
as a way of attracting more candidates. However, there were those whose main 
concern was that if physiotherapy became an academic profession it would lose its 
desire to do practical work which would then have to be picked up by others. This was 
the very argument that had persuaded Keith Joseph not to allow degree courses to be 
funded. It was certainly acknowledged that the mere acquisition of a large body of 
knowledge would be no assurance that patient care would benefit. (Richardson 1992).
A key way of ensuring that the link between academic learning and clinical practice 
was enhanced was the ongoing commitment to 1000 hours of supervised clinical
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practice. (McCoy 1991, CSP 1996). However one of the issues to arise out of the 
consultative conference on the 1996 Curriculum Framework was the anomaly of a 
framework that was focused on outcome rather than process yet still had a quantitative 
requirement for its clinical component. That anomaly was recognised and assurance 
given by the Director of Education (Alan Walker) that the review of clinical education 
which was ongoing would address the outcome versus process issue.
Discussion
The changes in physiotherapy education were to a large extent driven by external 
factors. Once physiotherapy had entered the Higher Education arena it was subject to 
forces which as a professionally controlled and highly centralised system it had 
hitherto avoided. Moreover it was educating a workforce for a marketplace which was 
itself undergoing massive structural and cultural changes. These two factors forced 
physiotherapy education to rapidly make up the time it had lost during the Keith 
Joseph moratorium.
"Over the past ten years the NHS has been subject 
to constant and relentless change. Health care education, by 
its very nature, cannot fail to to be influenced by the 
changes occurring within the NHS, but is also affected by 
changes in the wider field of education." (Quinn 1994 p27)
Specialities and Specialisms
The aim of this section is to demonstrate the dominance of the reductionist model of 
medicine in the practice of physiotherapy. An exploration of the structure of the pre­
registration clinical education of physiotherapists and the major changes in the 
delivery of this from 1974 to 1996, and of the first two years of post-registration 
practice is used to illustrate this. Increasing specialisation after this initial period gives
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rise to tensions and conflicts not previously evident and these are explored through the 
formation of the special interest groups. Their development since 1986 is outlined and 
this is linked to internal and external pressures for specialisation.
Medical specialisation and physiotherapy
One of the manifestations of the domination of physiotherapy by medicine is in the 
way in which the development of medical specialities has been closely followed by the 
development of complementary physiotherapy specialities. The reductionist approach 
integral to medicine is mirrored by physiotherapy through a pragmatic approach to 
move with doctors into ever expanding areas of medical influence. Thus when 
geriatrics became an acceptable medical speciality physiotherapists began to develop 
skills specific to their work with elderly people and to promulgate the view that 
geriatrics was a specialist area of work for physiotherapists. A special interest group 
of physiotherapists working in this field (Association of Physiotherapists in Geriatric 
Medicine) was formed and experience of working in geriatrics became a requirement 
at both pre and post registration level.
A list of the areas of medical specialisation can be matched to a large extent by a list of 
areas claimed by physiotherapists to be legitimate physiotherapy specialities. Special 
interest groups exist in these areas and all are either mandatory or specified optional 
areas of physiotherapy education and practice at pre and post registration level. 
Orthopaedic medicine, paediatrics, psychiatry, neurology, geriatrics, rheumatology, 
cardio-thoracic medicine, and respiratory medicine all fit this pattern. (Exceptions are 
some organ related specialist areas such as ophthalmology and ear, nose and throat 
medicine.)
It would appear that there are two ways in which an area of physiotherapy practice 
becomes recognised as a specialism. One is through the rotation system set up for pre- 
registration education and for the two years immediately following registration. The
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other is the special or clinical interest groups.
Pre-registration clinical practice
Physiotherapy registration requires 1000 hours of clinical practice - almost all of which 
is organised within the National Health Service in, or under the auspices of, large 
general hospitals. The accepted model is for a physiotherapy student to spend periods 
of time in college learning theoretical and practical physiotherapy skills interspersed 
with time applying those skills, under supervision, in a clinical setting. The 1984 
Curriculum of Study (CSP 1984) describes the clinical education placements as 
providing the integrating element in physiotherapy education. Similarly the 1991 
Curriculum of Study (CSP 1991) states that clinical education provides the focus for 
the integration of the knowledge and skills learnt at the college base. In 1984 the 
curriculum stated that clinical experience through clinical placements must be gained 
in seven areas - all of which are medical specialities: Cardio-vascular disorders, 
General surgery, Geriatrics, Neurology, Orthopaedics and trauma, Respiratory 
disorders including intensive care, and Rheumatology. Additional areas, for inclusion 
where possible but not considered essential, were: Advanced rehabilitation, Bums and 
plastic surgery, Mental handicap, Mental illness, Obstetrics and gynaecology, 
Paediatrics, Physical handicap, Remedial pools, Spinal injuries. All of these, with the 
exception of Remedial pools’, are medical specialities.
The 1991 curriculum is not quite so prescriptive. The equivalent section requires that 
clinical placements should be arranged to give experience in: ’’a wide range of patients 
suffering from disorders of the neuromuscular, musculoskeletal, and cardio-vascular 
and respiratory systems.’’ These areas are not such discrete areas of medical 
specialisation but offer a broader perspective of medical practice. The significance of 
the choice of systems of the human body (neuromuscular, musculoskeletal, 
cardio-vascular and respiratory) as the main areas within which clinical placements 
should be arranged is that these systems spring from the reductionist approach of the
34
bio-medical model. The choice could have been to use age- related groups of people - 
elderly, young disabled, paediatrics - within which to organise the practice of 
physiotherapy skills. Another alternative would have been the use of the setting to 
determine the practice - hospital, home, industry, schools. Mention is made in the 
curriculum of the setting - health centres, daycare centres, etc. but the overall 
classification of the practice of physiotherapy is a medical one.
1996 Curriculum Framework
The result of this sub-division of pre-registration physiotherapy clinical practice into 
medically defined areas is that the theory and assumptions that have led to the 
development of contemporary medical practice have become a major influence on 
physiotherapy students. The culture of clinical practice is held by educationalists to be 
a key component of physiotherapy education, and this culture is essentially that of a 
health service dominated by medicine and by the assumptions of the medical model.
There is no evidence that the possibility of using a non-medical theoretical framework 
within which to teach physiotherapy has been considered by any of the groups that 
have been set up to review physiotherapy education. The practice of physiotherapy 
from the very start of the pre-registration stage is bound closely to medical model 
assumptions; clinical practice influences the development of physiotherapy education 
which in turn reinforces the medical model as the basis for clinical practice.
Post-registration - the early years
The initial years of post-registration practice are seen by the profession as a critical 
time in the development of physiotherapists. It is commonly viewed as a probationary 
period of assimilation allowing the newly qualified physiotherapist to build on the 
foundation laid during training. The reduction of the clinical hours component of pre­
registration education from 1500 hours in 1984 to 1000 hours in 1991 has reinforced 
the concept of these first years of practice as being essential to the development of
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adequate professional skills. There has been a growth in the demand for a 
formalisation of this probationary period (CSP 1992a). It is the practical difficulties of 
implementing such a probationary period that has led to the idea being rejected 
centrally. The principle of such a period, which is common in other professions, is 
held to be sound. The 1996 report on newly qualified physiotherapists recognised that 
a quantitative requirement to complete two years at junior grade in order to consolidate 
prior learning was meaningless as some individuals would develop more quickly than 
others. So while it endorsed the concept of a post-registration period it did not 
prescribe a set time. (CSP 1996).
These early years are traditionally spent working in a large general hospital on a 
rotation scheme. Rotations are worked for three months at a time and in largely the 
areas covered as a student. The practice is that of a qualified physiotherapist rather 
than a student but the reinforcement is the same - that clinical practice is grounded in 
medical specialties. The work is also carried out in the same medically dominated 
culture and it is a firmly held belief amongst physiotherapists that a sound grounding 
in all medical areas is necessaiy before branching out to work in non medically 
dominated areas such as the community (CSP 1992a).
Pressure to conform to this model comes from the central body which will strongly 
advise physiotherapists requesting information about non traditional practice options to 
complete a two year rotation period in a large district general hospital first. 
Physiotherapists have been discouraged from going abroad in this period although 
recently this advice has been tempered. They are now advised to seek employment 
abroad only if a similar rotation scheme can be offered - the United States of 
America, Canada, Australia and New Zealand are considered suitable - while third- 
world countries would be seen as unable to offer the newly qualified practitioner an 
appropriate probationary period. The socialisation of physiotherapists as health 
workers within the medical model is therefore continued during this period with
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reinforcement from colleagues, hospital structures, physiotherapy managers 
responsible for rotation schemes, and the professional body.
There does not appear to be any evidence of dissatisfaction at this stage with the 
domination of physiotherapy by medicine. Students and newly qualified 
physiotherapists appear to accept the commitment to the medical model of health care. 
There is, as has been demonstrated above, a strong socialisation period in which many 
factors operate. The structure within which clinical skills are practised is medically 
defined, and the process of this practice is dominated by the hegemony of medicine.
Clinical Interest Groups
The first two years of post-registration clinical practice are graded at the lowest level 
of pay - junior grade (previously called basic-grade). No figures are available but it is 
generally considered that all but a veiy few physiotherapists conform to this model and 
spend eighteen months to two years on a junior rotation scheme. The structure after 
that is Senior 2 which marks the beginning of specialisation, Senior 1 in an established 
speciality, and then a move into management grades (Superintendent 3 ,2 and 1,). A 
physiotherapist working at Superintendent 3 level would be expected to retain a 
significant clinical workload, but Senior 1 is considered to be the top of the clinical 
grades and one to which most physiotherapists aspire.
Throughout the progression from junior to Senior 1 the emphasis is on narrowing the 
field of expertise to a single speciality. A Senior 1 has to be a Senior 1 in a named 
field such as orthopaedics, neurology, respiratoiy care or paediatrics. The pattern is 
again that of medical specialties. As physiotherapy practice established itself in these 
areas complementary special interest groups emerged. The pressure behind the 
formation of individual special interest groups varied. For some the desire to share 
knowledge and experience with physiotherapists working in the same field was 
paramount. For others it was a way of pushing physiotherapy into areas not 
traditionally part of a rotation scheme. Breaking new ground was resisted sometimes
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from within the profession, sometimes from without, usually by factions from both.
The Recognition Process
In 1985 a decision was taken by the central professional body to 'recognise' the special 
interest groups that had formed within the profession. At an early stage a 
differentiation was made between special interest groups that were occupationally 
based - private practitioners, physiotherapists working in industry, independent 
hospitals, teachers and managers - and those that were formed out of a common 
clinical interest. These latter were the clinical interest groups.
Recognition was seen as desirable for different reasons by different parties. The 
request from the groups was for more central support, particularly in the administrative 
aspects of running groups which had growing national and regional membership, 
annual conferences and newsletters. The groups wanted this support supplied centrally 
or for money in the form of a capitation fee to be allocated to them to purchase it. The 
central body resisted this and there is evidence throughout the history of the clinical 
group conferences and the recognition process that the main motive of the 
establishment was to find a way of controlling and containing the emerging special 
interest groups.
Clinical Interest Group Conferences
These annual conferences started in 1986 and arose ostensibly out of the need of the 
central organisation (the CSP) to address the issue of post-registration specialisation of 
the profession. The dominant theme of the early conferences (notably 1986,1987 and 
1988) was the control and limitation of the development of clinical interest groups. A 
moratorium was put on the emergence of any new groups (although as these groups 
were essentially groups of physiotherapists with common interests getting together for 
mutual support it is difficult to see how such a moratorium could ever have been 
enforced) and there was strong pressure, culminating at the 1988 conference, for three
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or four specialist areas to be identified, based on a reductionist model of the human 
body. The pressure for specialisation along medical lines came from several sources 
within the structure of the central professional body. For educationalists involved with 
the review of the curriculum, specialisation was necessaiy to regularise post­
qualification education:
"The Review Committee sees an urgent need 
to establish proper mechanisms for post-qualification 
education to assure continued personal and professional 
development and the further development of specialisms."
"Practical aspects of the collegiate role necessitate 
that the professional body takes a leading part in matters 
such as specialisation and the formulation of its components 
and in the monitoring of post-qualification educational 
opportunities."
(CSP 1983 )
Those involved in clinical practice wanted the profession to make a decision on where 
it stood on specialisation to clarify the situation of the special interest groups:
"Several groups would welcome a stronger lead 
from the CSP with regard to the development of SIGs and 
specialisms."
"It should be for the profession to identify 
specialisms, of which there can only be a few."
( CSP1985)
"It seems that the Society needs to identify the 
core skills of the profession and develop specialisms based 
on these core subjects. The Society should concentrate its 
efforts and resources on developing these professional 
specialisms."
"The major decision to be taken is how the 
specialisms are to be clearly identified, and by whom; and 
how this manies with the existing specific interest group 
structure." (CSP 1986a)
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Opposition to the Medical Model
It is clear that within the profession there is a substantial body of opinion in favour of 
specialisation along medical lines. Equally, some physiotherapists, and the critical 
factor appears to be their chosen area of clinical practice, find great problems with the 
idea of physiotherapy specialisms which match those in the medical field. They are 
strongly opposed to any limitation of physiotherapy practice to a few all-encompassing 
systems-based specialisms. These are physiotherapists whose practice has developed 
away from direct medical influence and may be based on alternative, non-medical, 
models of care.
In 1986, at the first conference for clinical interest groups, this opposition was 
recorded in the report. This report concluded that the development of specialisms in 
physiotherapy must be from the grassroots up. A clear message was sent to the CSP 
that it must be supportive and not heavy handed. The following quotes from that 
report illustrate that message:
"Pioneers must be allowed to ride out to frontiers, 
gather their disciples around them, and return for acceptance 
when they have gathered sufficient strength."
"Specific interest groups must not be restricted - if 
they are not needed (by the profession) they will soon die 
from lack of support - if they are they will grow and 
flourish."
"the profession must not fall into the trap of over­
specialisation."
"the profession need not agonise over whether 
SIGS should be client or skills based...overlap does not 
matter."
"The scope of the profession is currently defined by 
specific interest groups. If the development of specific 
interest groups is made to fossilise - as currently with the 
moratorium on the formation of further groups - the 
profession itself will fossilise. The system must be 
flexible to allow for evolution." (CSP 1986b)
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The Association of Chartered Physiotherapists with a Special Interest in Elderly 
People (ACPSIEP) and the Association of Chartered Physiotherapists in Neurology 
(ACPIN) formed an unexpected alliance to resist the move to medical specialities. 
This alliance was unexpected as ACPSIEP considered itself a non-medical speciality 
and ACPIN a medical speciality. An examination of the development of two 
specialities and their relationship to associated medical practice may provide an 
explanation for this.
The 1986 conference agreed the following recognition criteria -
1. That the groups have a minimum of 50 signatures of 
Chartered Physiotherapists committed to join a particular 
clinical interest group.
2. That the proposed group provides for a clinical area 
of physiotherapy or client group that has minimal overlap 
with other physiotherapy or client groups.
3. That the group demonstrates a commitment to 
developing an area of expertise by education, practice and 
research, which will benefit both the profession as a whole 
and the general public.
4. That the group demonstrates a clear and valid 
relationship between the area of expertise/specialism and the 
core of physiotherapy as described in the Charter. (CSP 
1986b)
Verbal reports from the conference indicate that there was considerable disquiet about 
criterion 2 which stated that there should be minimal overlap between groups. The 
special interest group for elderly people (ACPSIEP) were very unhappy with this 
criterion and claimed they had received a commitment at the conference that this 
would be amended and that they had support from the neurology group (ACPIN). The 
conference report does note that the question of overlap between the groups needs to 
be addressed urgently but the criteria as above went forward to the Membership 
Services and Public Relations Committee (a standing committee of the CSP's Council)
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and were accepted as they stood. The resultant refusal of ACPSIEP to apply for 
recognition caused some embarrassment as this was one of the largest and most active 
of the profession's clinical interest groups, representing a significant part of the 
practice of physiotherapy. It was not until 1990 that the matter was resolved - the 
offending criterion was reworded to read:
" That the proposed group provides for a distinct 
clinical area or client group for physiotherapy".
The basis for ACPSIEP's objection to the term 'minimal overlap' was that its members 
believed this to be an attempt to compartmentalise physiotherapy into discrete 
specialities. This they claimed was contrary to the spirit of the 1986 conference which 
had stressed the importance of flexibility, and was also contrary to their own 
philosophy which was one of maximal overlap with other groups - both client based 
such as community physiotherapists, clinical speciality based such as respiratory 
physiotherapists, and skills based such as the acupuncture association. These 
arguments were eventually accepted by the Professional Practice Committee (the 
standing committee which took over responsibility for professional issues when the 
Membership Services and Public Relations Committee was disbanded in 1987); the 
criteria were amended; ACPSIEP applied for, and was granted, recognition.
This two year fight ACPSIEP had to effect a change in the recognition criteria,
supported by other groups who did not choose to refuse to apply for recognition but
nonetheless supported ACPSIEP in its struggle, illustrates the tension that was created
by the centralised power base of the CSP attempting to impose a structure on the CIGs
with which they were not comfortable. The attempt to compartmentalise the practice
of physiotherapy into discrete specialities with minimal overlap conflicted with the
desire of the physiotherapists not to fall into the reductionist model of specialisation
inherent in the medical system. It would appear therefore that within the clinical
practice of some physiotherapists there is a need to work within a non-medical
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framework, to reject specialisation based on a reductionist approach. A client-based 
model - age related - does not appear to give rise to so much tension, and seems to sit 
comfortably alongside skills based divisions. Indeed the 1986 conference had 
suggested a model based on a simple matrix which would encompass all groups. A 
later development of this matrix into a three-dimensional one was not well received as 
it incorporated a systems based division with which the groups were not comfortable. 
The body systems which were chosen to cover all practice of physiotherapy were 
cardio-respiratory, musculo-skeletal and neuro-muscular. This was too much of a 
reductionist approach for those groups who were resisting a medical model of 
specialisation and although still a model which is referred to has never formed the 
basis for development either of specialisms or of clinical interest groups.
However, there were, and still are, significant groups of physiotherapists for whom the 
medical model of specialisation remains a legitimate goal. These groups are attracted 
both by the logic of continuing to develop their own practice alongside that of their 
medical colleagues and see no inherent problem with doing so, and by the increased 
status such a specialisation could offer. Proponents of this argue that the experience of 
physiotherapists in Australia is that specialisation along medical lines has led to a 
significant increase in the status awarded to physiotherapists by doctors and thus by 
society as a whole.
The groups that support medically based specialities in physiotherapy are those that 
work most closely with doctors in their practice of physiotherapy. Notably they are 
the Manipulation Association of Chartered Physiotherapists (MACP) and the 
Association of Orthopaedic Chartered Physiotherapists (AOCP). These groups are 
comfortable with their close liaison with the medical profession and would not 
consider it to threaten their autonomy as practitioners. It could be argued however, 
that it is their very closeness to the medical profession that prevents them seeing any 
domination.
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The Development of Individual Clinical Interest Groups
Different models of clinical interest groups had emerged by the time of the first annual 
conference in 1986. Some were client based, some modality based, and others were 
based on biological systems. This latter was the model most favoured by the 
establishment grouping as it was closely allied to medicine and was seen to give the 
profession status with the doctors. An examination of some of the individual groups 
illustrates the variable nature of the relationship between these groups and medicine. It 
also demonstrates the resistance to the formation of some of the less traditional ie. non­
medical based groups.
Physiotherapy in Orthopaedics
Orthopaedic physiotherapy practice is closely defined by doctors. The procedures 
carried out by physiotherapists following orthopaedic operations are controlled by the 
consultant surgeon. A particular operation, often named after the originator of the 
procedure, will have a set regime of physiotherapy to be followed post-operatively. 
There may, in some cases, be extensive involvement of physiotherapists in the 
development and agreement of the regime, but it is clear that the doctor is in control at 
all stages and that the post-operative treatment is determined more by the surgical 
procedure that has been carried out than by factors relating to an individual patient.
The development of physiotherapy practice within this field is therefore constrained 
within closely defined limits and is controlled by medical practice. If no more 
orthopaedic procedures were carried out for whatever reason then associated 
physiotherapy practice would have to cease. Physiotherapists could no longer cany on 
doing what they currently do now as this is so closely tied to medicine.
Physiotherapy in Neurology
In contrast to orthopaedics, physiotherapists working in the field of neurology have 
developed practice independent of medicine. Physiotherapists working with people 
who have a neurological deficit resulting from multiple sclerosis, a cerebro-vascular
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accident or Parkinson's disease for instance, do not rely on regimes or procedures 
controlled by doctors. The theory behind their practice, while not being at odds with 
medical theory, has to a great extent been based on the clinical experience and 
observation of physiotherapists rather than as an adjunct to medicine. Physiotherapists 
in this field are not dependent on the existence or practice of neurologists for their 
work. If there were no more neurologists physiotherapists would to a large extent be 
able to carry on doing what they do now as their practice is not closely tied to 
medicine.
Physiotherapy in neurology therefore, although bearing the name of a medical 
speciality, is not allied to medicine in the same way as some of the other physiotherapy 
specialisms such as orthopaedics. Physiotherapy practice in this field exists in its own 
right and a closer relationship with medicine could threaten the autonomy of this 
practice while offering no benefits. It may be for this reason that ACPIN is one of the 
clinical interest groups that has always strongly resisted the categorisation of the 
profession into medical specialities. Their representative at the 1992 Annual 
Representatives' Conference in Glasgow spoke against the following motion:
"The Chartered Society should establish a working party to 
determine the criteria for the use of the term 'specialist' within 
the profession." (CSP 1992b)
Nina Melville of ACPIN (Association of Chartered Physiotherapists in Neurology) 
speaking against the motion said she appreciated the importance of specialisation and 
the development of clinical skills to a high standard but questioned the wish to see a 
profession "divided entirely into small elite groups". The motion was narrowly lost. 
(CSP 1992b).
Physiotherapy with Elderly People
The Association of Physiotherapists in Geriatric Medicine was formed to legitimise 
and promulgate the practice of physiotherapy in the newly developed medical specialty
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of geriatric medicine. It met little overt resistance and is one of the largest and most 
active of the clinical interest groups. It changed its name to the Association of 
Chartered Physiotherapists with a Special Interest in Elderly People at a time when the 
term geriatrics was seen to be derogatory, and to reflect its then wider interest in the 
care of elderly people outside the narrow area of geriatric medicine. Covert resistance 
was met within the profession as geriatrics was not seen as a worthwhile area of 
practice. It retains even today an image of not being a demanding specialty, not 'high- 
tecv and not requiring a lot of post-graduate skills. Those working within the specialty 
dispute this and have to a large extent been successful in making the care of elderly 
people a more attractive proposition for physiotherapists. This may in fact be a 
necessity given the demographic changes of the population and the fact that most 
physiotherapy is carried out with patients who fall within the classification of elderly.
Acupuncture and Reflexology
A  group which met great resistance and which had to work hard to legitimise itself was 
the Acupuncture Association. This was the first group to venture outside traditional 
or orthodox (as defined by the medical profession) physiotherapy and claim a new 
modality as legitimate practice. Arguments against its adoption by physiotherapists 
were about relating it to the core of physiotherapy.
To be recognised as legitimate physiotherapy practice a modality has to be related to 
one or more of the three elements named in the Charter granted in 1924. These three 
elements are massage, movement, and electrotherapy. There are other requirements 
relating to the benefits of a modality to patients, but as far as acupuncture was 
concerned those arguing against it becoming a recognised physiotherapy modality did 
so on the basis of a lack of connection with the three core elements. In addition it was 
argued that it meant entering a new area - that of intrusion into the body.
Physiotherapy is a practice which on the whole does not involve intrusive techniques 
such as breaking the skin. Supporters of the practice of acupuncture by
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physiotherapists argued that other forms of intrusion are practised by physiotherapists 
such as the introduction of ultra-violet applicators or faradic electrodes into body 
spaces. These arguments won the day. However, recognition has not completely 
quenched the flames and there is still a substantial minority of physiotherapists who do 
not consider acupuncture to be a legitimate physiotherapy modality.
Reflexology is more closely linked with the core of physiotherapy practice than 
acupuncture as it involves massage, but its use is more greatly resisted. Acupuncture 
is beginning to be explained in western terms - medicine has adopted the practice and 
is developing theories to suit. Once doctors have accepted a scientific basis for the 
use of a modality it is legitimised for physiotherapy practice. Reflexology is not yet at 
that stage and physiotherapists are therefore not so confident about adopting it. The 
arguments against introducing it into physiotherapy revolve around its safety as it is 
more difficult for its opponents to argue that it is not related to the core practice of 
physiotherapy.
Discussion
The failure of the medical model to be accepted by the profession as represented at the 
conferences is indicative of the incompleteness of the domination of physiotherapy by 
medicine. If the clinical interest groups are considered to be the self-identified areas of 
physiotherapy specialisation, then their resistance to adopt medical specialisms is 
indicative of the existence of physiotherapy practice which is outside the medical 
model. However it is clear that not all physiotherapists reject the model of medical 
specialisation as relevant to physiotherapy.
After the 1988 conference there was a period of four years during which the pressure 
relaxed. However, in 1992 there were moves to resolve the issue of the promulgation 
of clinical interest groups again by only allowing the existence of a few within a
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collegiate system. This has received a set back with the defeat of the motion at the 
1992 representatives' conference . To date therefore, the pressure has been resisted 
and ways have been found of reconciling the desire of the central body to control these 
groups with the resistance of the groups themselves to be forced into an artificial 
structure. This may indicate the dominance of those groups which are against 
specialisation along medical grounds. Certainly, the call for specialisation in order to 
raise the status of physiotherapy in the eyes of the medical profession is seen as less 
legitimate than it was in 1987 and the need to contextualise practice is being 
recognised:
"....physiotherapists must now be able to clarify 
the implications of their practice within a variety of settings 
and to present both their profession and their own particular 
skills and competence in a competitive world of health 
care." (Richardson 1992 p24).
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2.5 The Development of Medicine and Physiotherapy
This section briefly outlines the evolution of organised medicine in this countiy by 
tracing key events in the area of the care of elderly people. The emergence of 
departments of geriatric medicine is described as pre-empting the acceptance of 
geriatrics as a medical speciality following the Second World War. The development 
of physiotherapy practice alongside this newly emerged speciality is examined and the 
resulting potential for conflict. The organisation of hospital-based multi-disciplinaiy 
clinical teams is then described to illustrate some of the pertinent conflicts within the 
delivery of health care. One source of this conflict is the belief of doctors that their 
scientific knowledge base renders them natural team leaders while other health care 
professionals regard team members as equals.
The second part of this section argues that the development of organised medicine, the 
parallel development of physiotherapy, and multi-disciplinary teams are all based on 
the idea that male, scientifically based medical practice is superior to other forms of 
health care. The work of feminist writers is used to explore the relationship 
between physiotherapy, which is a predominantly female profession, and medicine.
The Care of Elderly People in Hospital
The history of health care in the United Kingdom has been well documented by such 
authors as Bruce (1968), Fraser (1984) and Bullough and Bullough (1979). A brief 
outline of this is given here to demonstrate the development of the speciality of 
geriatric medicine and the link with physiotherapy.
Prior to the reformation, centralised health care - rather than that carried out at home - 
was focused in the monasteries. After dissolution virtually all forms of hospitals 
disappeared in this country until 1691 when the Poor Relief Act was passed and 
poorhouses were built for the custodial care of "derelict human beings". In 1834 the
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Poor Law Amendment Act established workhouses which were administered by 
Boards of Guardians. These were subject to the principle of 'less eligibility' whereby 
those given relief should not experience conditions of life as good as or better than 
those experienced by 'an independent labourer of the lowest class'. The criteria for 
admission was poverty regardless of age, class or health status.
Bruce (1968) traces the beginnings of an embryonic hospital service to 1867. Unions 
everywhere were encouraged to join together to form Sick Asylum Districts large 
enough to support hospitals to which the sick could be removed from the workhouses. 
A Metropolitan Common Poor Fund was established in London for building and 
maintaining isolation hospitals for infectious cases, infirmaries for the non-infectious, 
asylums for the mentally ill and dispensaries for those who did not need admission to a 
bed. At first only paupers were admitted, but in 1883 the Diseases Prevention Act 
legalised admission to the hospitals without any question of poor-relief.
In 1909 it was estimated that 140,000 elderly people were in Poor Law institutions and 
conditions in some of these were grim. In a survey of institutions for the elderly 
Townsend (1963) describes the conditions of a turn of the century workhouse and 
notes that the inmates were:
"over 900 in number and were congregated in large 
rooms without any attempt to employ their time ... it could 
be better described as a human warehouse...the dormitories 
so full of beds as to make it impossible to provide chairs or 
to walk except sideways.” (Townsend 1963 p69).
The end of the 19th century saw the rapid growth of medical science and the 
development of the voluntary hospital system. Hospitals became centres of medical 
teaching and research. They began to be distinguished by medical speciality such as 
dermatology, eye diseases, paediatrics, infectious diseases.
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In 1929 Public Assistance Committees took over the management of workhouses. 
Authorities were encouraged to co-ordinate their various services and institutions and a 
great extension of hospital facilities followed. (Bruce 1968). By 1939 there were 400 
old-type workhouses with 60,000 beds, municipal hospitals under public health control 
with 70,000 beds, and another 70,000 beds in voluntary hospitals. The municipal 
hospitals dealt mainly with the chronic sick most of whom were elderly. The 
voluntary hospitals dealt with acute medical and surgical illness.
Until 1930 little thought was given to the concept of rehabilitation in the municipal 
hospitals. Hawker (1974) refers to the work of the early geriatricians, particularly 
Warren who had a pioneering approach to the old institutions and showed what was 
possible. The Second World War saw the transfer of many local authority institutions 
to the Emergency Medical Service. Bruce (1968) notes the key effect the war had on 
the development of geriatrics as a speciality:
"The plight of many elderly people, especially 
those in institutions, who were pushed around to make room 
for the expected air-raid casualties, first gave the country the 
gerontological bias which, with the increasing proportion of 
old people in the community, it has since retained."
(Bruce 1968 p305)
In 1948 the National Health Service attempted to tiy to co-ordinate all aspects of 
health care 'from cradle to grave'. The old Public Assistance institutions were 
designated either as hospitals under control of a health authority, or as welfare homes 
under local authority control. Their designation depended on the number of residents 
who were classed as either sick or physically fit.
Since 1948 the policy of the Department of Health and Social Security has been to 
establish departments of geriatric medicine throughout the United Kingdom to provide 
a service for elderly people needing hospital treatment (Hawker 1974). Acceptance of
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geriatrics as a medical speciality was enhanced by the appointment of senior 
physicians to organise these departments - thereby giving the speciality of geriatrics 
higher status.
"Geriatrics has now established itself as a branch of 
general medicine which is concerned with the clinical, 
preventive, remedial and social aspects of health and 
disability in the elderly." (Hawker 1974 p9)
Once geriatrics became established in hospital departments of geriatric medicine 
physiotherapists began to develop a professional base in these departments and to 
concentrate on treating elderly people in hospital rather than at home. In 1979 the 
Chartered Society of Physiotherapy’s Review Committee report on domiciliary 
services for elderly people stated that physiotherapists should act only in an advisory 
and teaching capacity and not get involved in treatment. This was taken up by the 
Department of Health and Social Security who declared that the shortage of 
physiotherapists did not allow the development of domiciliary services. Williams 
(1985) notes that it is a historic anomaly that physiotherapy services were confined to 
hospitals and was based on an agreement that as a scarce resource to be rationed they 
should remain hospital based.
Physiotherapy practice with elderly people therefore developed as a hospital-based 
service. As the medical speciality of geriatrics became respectable and acquired 
status physiotherapists began to develop it as a physiotherapy speciality. This is in 
accordance with Mercer's observation that in hospital the way physiotherapy 
practice has developed has been dependent on medical specialisation. (Mercer 1979).
Hawker (1974) noted the potential conflict inherent in this close alliance between the 
development of physiotherapy and medicine:
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"Doctors are trained to understand medicine in scientific 
terms and many see their role solely as a curative one.
Elderly people slow down the rate of turnover by blocking 
beds. So for them a convenient repositoiy must be found."
(Hawker 1974 pi 1)
This possible conflict between scientific, curative, medicine and the needs of the 
elderly population had been noted by Isaacs (1965):
"...(geriatrics) was thrust up from general medicine 
by the heaving pressure of the aged. But it was not merely 
the growth of numbers of ill old people which breached the 
walls of the medical wards and forced the formation of a 
new speciality; there was also a new quality in the illnesses 
from which these elderly people suffered. This was an 
elusive quality, difficult to define, other than by its 
incompatibility with the highly-adapted activities of the 
acute medical ward." (Isaacs 1965 p235)
In 1978 the Association of Chartered Physiotherapists in Geriatric Medicine (ACPGM) 
was formed by Hawker and Squires. Eight years later it changed its name to the 
Association of Chartered Physiotherapists with a Special Interest in Elderly People, 
and in 1996 to AGILE. These changes acknowledged the much wider role 
physiotherapists had decided to take on in the care of elderly people, much of it outside 
medical departments of geriatric medicine. It may also be that, as observed by Mercer
(1979), physiotherapists were frustrated by a lack of understanding of their role by the 
doctors from whom they received referrals. He noted that the professional 
socialisation of doctors may lead to their undervaluing physiotherapy. Negative 
attitudes picked up from consultants, or lack of time to learn about and understand 
physiotherapy may lead to a lack of awareness of the special contribution of 
physiotherapy.
Multi-disciplinary Clinical Teams
A review of the literature on the deliveiy of health care clearly shows the importance
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placed on the multi- disciplinary clinical team as the most effective model for the 
cooperation of all professionals concerned with patient care. Care that is given by one 
professional in isolation from that given by others is seen as potentially causing 
problems and conflict for the patient and other carers. (Follis 1974, Gilmore et al 
1974, Batchelor 1980, Russell and Fyfe 1985, Whitehead 1987, McFarlane 1980).
McFarlane (1980) describes the primary objective of any team as being:
"to co-ordinate the health care given by different 
contributors to an individual which might otherwise remain 
uncoordinated or even in conflict." (McFarlane 1980 p37)
Evers (1981) argues that the idea of teamwork is an integral part of health care 
delivery central to the policy and practice of geriatric care. To meet the complex needs 
of sick elderly people requires input from many health workers including 
physiotherapists and nurses. The contribution of these experts must be co-ordinated if 
the patient's best interests are to be served.
However, problems relating to teamwork have been identified which need to be 
resolved if professionals are to work together effectively. Gilmore et al (1974) and 
Hannay (1980) identify different perceptions of professional roles and different 
expectations and values as being the reason for the conflict and tension they found in 
the teams studied. Brunning and Huffington (1985) identified role overlap and 
professional rivalry as leading to conflict. Fumham et al (1981) found negative 
perceptions of other team members existed when professionals were in competition 
over a field of specialisation. Liston and Docking (1985) argue that identification of 
the roles of each profession is essential for effective teamwork.
The importance of effective team working as the basis of the delivery of effective 
health care is a key driver behind the White Paper - The New NHS, Modem, 
Dependable (DoH 1999). Although teams have been around as long as health care was
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split into separate components, there remains a strong need to identify when teams 
work effectively and why, as this is not the norm.
2.6 Medicine and Society
The advances in the state of health of the population of the United Kingdom during the 
19th and 20th century are claimed by the medical profession to justify its intrusion 
into more and more areas of human activity, and the vast amounts of resources that are 
used to promote and support medical activity.
However, there is a body of opinion which claims that the role of medical intervention 
in improving the health of the population has been grossly overstated. Measures such 
as those taken to improve living conditions by reducing overcrowding, purifying the 
water supply, and raising nutritional standards, are now generally held to have 
contributed more to the decrease in tuberculosis, scarlet fever, cholera and other 
endemic diseases, than advances in medical knowledge or expertise.
Miller (1973) claims that cholera was already decreasing due to public health measures 
before Koch recognised the causal organism, and before Pasteur formulated the germ 
theory of infectious disease in 1860. Miller further claims that vaccination against 
smallpox was the only contribution made by medicine to the population growth of 19th 
century England.
Peter (1972) notes the widespread indictment of hospitals in the 17,18 and 19 
centuries as places that were more likely to spread disease than check it that there is 
evidence that most people who went in to hospital with one condition died from 
something else. He argues that things were not necessarily as bad as some accounts 
make out but agrees:
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"That hospitals were dreadful places, surgery was nasty and 
brutish, but never short from the viewpoint of the conscious 
patient..." Peter (1972 pl03).
Ehrenreich and English (1973 and 1974) used a feminist perspective to examine the 
role of medicine in society. They claim that medicine interprets biology and turns it 
into social policy to be used by the establishment to maintain order and control. An 
examination of the role women have played is used by these authors to support this 
argument.
Ehrenreich and English claim that the sixty years following Pasteur's work on the germ 
theory saw medicine replace religion as the main means of social control. This period 
saw a pronounced shift from a religious to a bio-medical rationale for sexism and the 
formation of the modem medical profession - a male elite with a legal monopoly over 
medical practice. The 'myth of human frailty' served two purposes by disqualifying 
women as healers and making them highly qualified as patients.
According to these authors there was an interconnection between medicine and 
society's attitudes to women. As a businessman a doctor had a vested interest in 
keeping women in the sick role. They devised medical theories to justify women's 
social role, most significantly the idea of "conservation of energy". The argued that 
women (only their upper class patients) had to adopt an extremely passive role and not 
take an active part in society in order to conserve their energies for female functions 
such as child-bearing. The presumed scientific basis of medicine lent credibility to 
its judgements.
Ehrenreich and English and other writers such as Fee (1975) argue that the issue is one
of the control of women. The growing dominance of medicine and its supposed
scientific base allowed biology to become the controlling force that religion had once
been. Biological differences between the sexes became all important and medicine
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provided both a theory and a structure for women's oppression.
Women as Healers
In the introduction to Ehrenreich and English's pamphlet Witches, Midwives and 
N urses: a history of women healers, Doyal, Rowbotham and Scott (1973) argue that 
history predominantly reflects the self-image of the powerful and that the scope of 
recorded history needs changing to include women. They are critical of Ehrenreich 
and English's over-simplification of the role of women healers and their persecution as 
witches, but claim that the pamphlet is still a useful tool for examining the role of 
women in society. They stress the importance of women using history to understand 
the relationship between medicine and the wider social and economic system of which 
it is a part.
"Sexism does not exist because male doctors are 
nasty, but because patriarchy plays a particular role in the 
ideological underpinning of capitalism, and because 
capitalism needs effectively to reproduce women as wage 
labourers and also as domestic labourers."
(Doyal et al 1973 p9)
They support Ehrenreich and English's assertion that women have, in the past, played a 
much greater role as healers than they do in this century. Until the emergence of 
scientific medicine in the late 18th and early 19th century a wide range of healers 
performed medical tasks. Talbot (1978) notes the important role women played in 
medicine and the long history of women as midwives. In the 13 century there were 
women physicians, surgeons and apothecaries (Talbot 1978). McLean (1972) notes 
that in the 16 century by far the largest part of medicine was home medicine. While 
control of centralised medicine lay with the male clergy, home medicine was largely 
administered by women.
Medicine and religion were interwoven and healing was not confined to one 
professional group. Ehrenreich and English claim that a partnership between the
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Church, the state and the medical profession set out to deliberately exclude women 
from healing and claim it as a male prerogative. Male, upper class healing under the 
auspices of the Church became acceptable, female healing as part of a peasant 
subculture was not. Doyal, Rowbotham and Scott support the view that medicine was, 
and is, used to oppress through sexism and on a class basis. Male professionals served 
the ruling classes - both medically and politically. Witch hunts were an expression of 
the misogyny of the Church which supported the male establishment and actively 
sought to destroy the culture of female healing, particularly as it was successful:
"It were a thousand times better for the land if all 
witches, but especially the blessing witch were to suffer 
death." (unsourced quote from Ehrenreich and English 
1973).
It appears that women healers, labelled witches by the Church, had pharmacological 
knowledge and remedies, an empirical approach, believed in trial and error and 
adopted an actively enquiring approach to healing. The Church was deeply anti- 
empirical and fearful of organised insurrection. It regarded women healers as a source 
of such insurrection and was prepared to join forces with other powerful factions to 
repress it.
The combined efforts of the Church, the state and the medical profession led to a 
division between those who claimed knowledge and power - male doctors, and those 
who did the work - women. These women became known as ancillary workers - from 
the Latin ancilla meaning maid-servant. Many female health workers wore and still 
wear uniforms which reinforce this status - that of a uniformed maid serving dominant 
male professionals.
Ehrenreich and English also dispute the claim that male professionals succeeded on the
strength of their superior technology. They argue that in fact men clung to superstition
and rituals while women represented a more humane, empirical approach to healing:
58
"According to these accounts, (male) science more 
or less automatically replaced (female) superstition - which 
from then on was called old wives’ tales". (Ehrenreich and 
English 1973 pl27).
They argue that the claim that science supported a natural male dominance of healing 
is erroneous as the crucial battles took place long before the development of modem 
science. This was a power struggle between the male establishment and women 
healers. Male claims on science were used as an additional justification for excluding 
women from the powerful role of the doctor. An emerging profession needs two 
things - the approval of the ruling class, and theoiy on which to base its practice. At 
the turn of the 20th century both became available.
Ehrenreich and English discuss the emergence of the Popular Health Movement in 
America which challenged the regularisation of medical training and emphasised a 
self-help and preventative approach to health care. They claim that this failed because 
of the inherent sexism in American medicine. In the late 19th century the women's 
movement disassociated itself from the populist health movement, gave up the attack 
on male medicine and accepted entrance into it on male terms. Thus the takeover of 
healing by the male profession was complete - women themselves accepted the idea 
that the male interpretation of health and healing was correct.
"The Popular Health Movement was not just a 
movement for more and better health care, but for a 
radically different kind of health care. It was a substantive 
challenge to the prevailing medical dogma, practice and 
theory. Today we tend to confine our critiques to the 
organisation of medical care, and assume that the scientific 
substratum of medicine is unassailable." (Ehrenreich and 
English 1973 pl29).
This division of healing into two functions with male curing becoming medicine and 
female caring becoming nursing led to associated values being attributed to the two
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professions. Medicine became seen to be masculine, scientific and based on abstract 
theoiy, and nursing was seen as feminine, spiritual and based in intuition. This 
according to Ehrenreich and English is a false division brought about by the struggle 
for male superiority through medicine. They argue that before medicine became 
obsessed with science healing was a combination of all these elements:
"Healing, in its fullest sense, consists of both curing and caring, 
doctoring and nursing. The old lay healers of an earlier time 
combined both functions, and were valued for both."
(Ehrenreich and English 1973 pl31).
Discussion
The dominant theme of this section has been the emergence of an organised system of 
medicine in this country, supposedly based on scientific principles, centralised into 
hospitals for the convenient pursuit of medical research, and dominated by male 
professionals in close alliance with the contemporary establishment of Church or State.
The effect of this development on physiotherapy has been complex. As a 
predominantly female profession some comparison with nursing is valid. Those who 
claim that physiotherapy developed from nursing would certainly claim that 
physiotherapy has fought, and lost, the same battles. However, the analogy is not 
straight forward. Medicine is a male profession based on male values, nursing a 
female one based on female values. Physiotherapy has attempted, perhaps 
successfully to have a foot in both camps. As Sim (1985) argues, physiotherapy 
involves both curing and caring, and therefore lies somewhere between the archetypal 
male role of the doctor and the female role of the nurse. This may according to Sim 
allow physiotherapy to establish its own unique sphere of expertise. He claims that 
physiotherapists are in an ideal position to bring together the rigorous scientific 
discipline of medicine, and the more humanistic orientation of nursing.
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This argument is seductive - it echoes Ehrenreich and English’s claim that the two 
functions of healing - care and cure - should not have been split into medicine and 
nursing. It offers physiotherapy the chance to claim that it can combine aspects of 
these two functions and produce healing that is holistic. However, there is little 
evidence that the physiotherapy profession understands this argument, or is interested 
in interpreting its practice in this way.
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3. METHODOLOGY
This section describes and discusses the methodological issues that arose in designing 
the study. A review of the literature and consideration of practical and ethical issues 
arising from the nature of the research undertaken informed the choice of the research 
methods used. The extent to which decisions taken were informed by the literature is 
demonstrated along with the breadth and depth of literature studied in the field of 
research methodology.
This section also demonstrates the emerging nature of the study design and shows how 
data collection was not limited to one particular phase of the study, but was continuous 
throughout the whole project (Figure 3). As pertinent issues emerged from data they 
were incorporated into the next phase of the study. At any one time, the emphasis of 
the investigation was specific to the setting in which data collection was being 
undertaken, while being bound by the overall framework of the study.
3.1 Methodology and Personal Perspectives
Morgan and Smircich (1980) claim that a discussion of methodology has to be closely 
linked with the theoretical issues embedded in the study and argue that a pre­
occupation with methods on their own obscures the link between the assumptions of 
the researcher and the overall research effort. With this in mind it is proposed to 
demonstrate that the choice of methods was determined by the objectives of the study, 
these objectives being determined by the research questions, which in turn were 
determined by a number of other factors including my personal and professional 
paradigms.
One very significant factor which influenced the methodological framework of the 
research was its exploratory nature, designed to provide insight into the world of the 
participants, rather than to discover facts or prove a hypothesis. Silvermann (1993)
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described the difference in the nature of the research interview in positivist data 
collection and interactionism as due to the different purposes for which they are 
designed:
’’According to positivism, interview data give us 
access to facts about the world; the primary issue is to 
generate data which are valid and reliable, independently of
the research setting According to interactionism,
interviewees are viewed as experiencing subjects who 
actively construct their social worlds; the primary issue is to 
generate data which give an authentic insight into people's 
experience...." (Silvermann 1993 p90-91).
Morgan and Smircich (1980) argue that favoured research techniques are often linked 
to underlying assumptions and that discussions of methodology need to highlight and 
demonstrate links between theoiy and method, and between:
"... the world view to which the researcher 
subscribes, the type of research question posed, and the 
technique that is to be adopted as a basis for research."
(p499).
They argue that it is therefore necessary for researchers to acknowledge and describe 
their position in these issues before considering the choice of methods most 
appropriate to answer their research questions.
Taylor and Bogdan (1984) similarly define methodology as the way in which 
researchers approach problems and seek answers. They argue that the assumptions, 
interests, and purposes of the researcher directly influence the choice of methodology 
and claim that debates about methodology are in fact debates about assumptions, 
theories and perspectives.
Morgan and Smircich (1980) use the model of a continuum to demonstrate a network 
of basic assumptions characterizing the subjective-objective debate within social
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science. At the subjective end of the continuum lie assumptions that reality is a 
projection of human imagination, that man is a pure spirit and a conscious being, and 
that understanding of the world can only be achieved through a phenomenological 
approach. At the other end they place assumptions that reality is a concrete structure, 
that man responds to his environment according to pie-determined rules, and that 
research is done to specify precisely the laws that govern the relationships among 
measurable phenomena and thus construct a positivist science.
Although they describe six points on the continuum which demonstrate varying 
assumptions about human nature, Morgan and Smircich (1980) emphasise that the 
usefulness of such a model is in providing a framework for thinking about the kind of 
assumptions that underlie research. They note that the transition from one perspective 
to another must be seen as a gradual one, and that the advocate of a particular stance 
may well incorporate elements from others.
Cohen and Manion (1985) also emphasise the important influence of the researcher's 
stance in the nominalist-realist debate and its profound effect on methodology:
"The view that knowledge is hard, objective and 
tangible will demand of the researcher an observer role, 
together with an allegiance to the methods of natural 
science; to see knowledge as personal, subjective and 
unique, however, imposes on the researcher an involvement 
with his subjects and a rejection of the ways of the natural 
scientist." (Cohen and Manion 1985 p7).
Taylor and Bogdan (1984) describe positivism and phenomenology as the two major 
theoretical perspectives that have dominated the social science scene. They argue that 
the positivist is seeking for the facts or causes of social phenomena and consider these 
to be external to the individual, whereas the phenomenologist examines social 
phenomena from the perspective of the person experiencing them. They describe the 
way in which the adoption of different methodologies derives directly from the
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different perspectives held by the researcher:
"Since positivists and phenomenologists take on 
different kinds of problems and seek different kinds of 
answers, their research demands different methodologies."
(Taylor and Bogdan 1984 p3)
Cohen and Manion (1985) support this argument that the world-view of the researcher 
will greatly influence the design of the research and the choice of methodology:
"the choice of problem, the formulation of questions 
to be answered ... methodological concerns, the kind of data 
sought and their mode of treatment - all will be influenced 
by the viewpoint held." (Cohen and Manion 1985 p9).
Cohen and Manion (1985) describe phenomenology as a theoretical viewpoint which 
sees behaviour being determined by the phenomena of experience rather than by 
external, objective and physically described reality. This viewpoint regards the study 
of direct experience as inherently valid.
The same authors describe ethnomethodology as being concerned with how people 
make sense of their everyday world. They advocate this approach in natural settings 
such as the classroom and presumably would support its use in health care settings 
such as wards:
"A characteristic common to the phenomenological 
ethnomethodological... perspectives ... is the way they fit 
naturally to the kind of concentrated action found in 
classrooms and schools ... Yet another shared characteristic 
is the manner in which they are able to preserve the 
'integrity' of the situation where they are employed."
(Cohen and Manion 1985 p36)
Morgan and Smircich have argued that Ihe w.orld-view of .the.researcher will, greatly
influence the design of any research. Cohen and Manion take a similar stance and it is
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clear that when other people are involved in either initiating or controlling the research 
then their world-view must also influence to a greater or lesser degree the formulation 
of research objectives and method of investigation.
However, in the study undertaken I had control from the outset over what was to be 
investigated and how the investigation was to be carried out. Having once indicated an 
area of interest to the funding body I was then free to develop the study without being 
constrained by vested interests of other parties. There were other constraints which did 
influence the investigation; these were not implicit in the design of the study, but were 
external factors such as access to the field and research supervision.
The study is therefore much more of a personal statement than would have been the 
case if the research were part of a larger project, or if the research questions had been 
asked and the study initiated by someone else. Under those circumstances the world­
view of others would have influenced the design of the study from the beginning. In 
this case however my own perspective of reality and truth shaped not only the research 
objectives and the methods by which these objectives were to be fulfilled, but also the 
original research questions. My place on Morgan and Smircich's subjective-objective 
continuum determined the type of research question that was posed, the content being 
determined by my clinical experience and interest.
The perspective of myself as researcher is therefore accepted, for the purposes of this 
study, as a major influence on each stage of the research process. An understanding 
and open acknowledgement of this perspective contributes to the overall quality of the 
study. In this case my own perspective can be described as being towards the 
subjective end of the continuum, seeing reality as a social construction and recognising 
phenomological and ethno-methodological contributions to the understanding of 
human nature. How this has influenced the design of the study will be further 
demonstrated as this section on methodology concentrates on particular issues of data
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collection and interpretation.
3.2 Naturalistic Design
The foundation on which this study is based is my clinical practice as a physiotherapist 
working in two hospital settings with elderly patients. The study arose directly out of 
my clinical experience as a practitioner. It was necessary therefore to identify a 
methodological approach to the research which made use of the experience of the 
researcher and in which this would enhance the study.
Lincoln and Guba (1980) describe naturalistic inquiry as being built on tacit 
knowledge which is often labelled as 'merely subjective' and as such is considered 
inadmissible. But, they argue, this tacit knowledge will be influential whether it is 
acknowledged or not. Tacit knowledge is defined by Lincoln and Guba (1980) as a set 
of understandings that cannot be defined, or dealt with in language. They cite Stake 
(1978) to expand on this definition:
"Tacit knowledge is all that is remembered 
somehow, minus that which is remembered in the form of 
words, symbols, or other rhetorical forms ... Tacit 
knowledge includes a multitude of inexpressible 
associations which give rise to new meanings, new ideas, 
and new applications of the old. ...each person has great 
stores of tacit knowledge with which to build new 
understandings." (Stakel978 pl96)
Having accepted the existence and importance of this tacit knowledge it was then 
necessary to find a way of incorporating it to advantage in the study. Lincoln and 
Guba claim that the naturalistic paradigm makes the use of tacit knowledge both 
explicit and legitimate. The case is therefore put that when the research is so closely 
embedded in the experience of the researcher, as in the case of practitioner research, a 
naturalistic design is the most appropriate choice.
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Approaching this from another angle, Lincoln and Guba argue for a period of ’prior 
ethnography' - a term they ascribe to William Corsaro (1980). This entails becoming a 
participant observer in a situation for a lengthy period of time before the study is 
begun. The advantages of this, according to Lincoln and Guba, are so great that they 
recommend it to all who are seriously interested in doing naturalistic inquiiy. Among 
the advantages of this period of "prior ethnography" are the provision of:
"...a baseline of cultural accommodation and 
informational orientation that will be invaluable in 
increasing both the effectiveness and the efficiency of the 
formal work. It serves to sensitise and hone the human 
instrument." (Lincoln and Guba 1980 p251).
In the study being reported here this period of 'prior ethnography' occurred before the 
actual project was started and relates to my total experience as a clinical 
physiotherapist. Practitioner research brings, through this tacit knowledge, a whole 
wealth of background knowledge and experience that can only be acquired by working 
as that particular professional in that specific area. Having been totally immersed in 
the culture in which the investigation was grounded, professional terminology is 
known, and common working practices and routines understood.
The researcher is therefore in a clear position to record what is different and what is 
usual in her own field of expertise. This can be a clear advantage over the stranger to 
whom everything may appear unusual. Having good knowledge and experience in the 
field means that what appears to the practitioner-researcher to be important issues or 
areas worthy of investigation arise from direct experience. They are therefore more 
likely to be considered important or relevant by other practitioners and to be of direct 
relevance to clinical practice.
As the study was so deeply rooted in practice it was seen as unnecessary and indeed 
impossible for me to adopt a totally new role for the period of the investigation.
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Pretending to be a stranger to the field would be difficult, ethically questionable, and 
could be counter-productive. Any argument over observer bias could be countered by 
an examination of the nature of the research process and in particular discussions over 
whether research is ever free of bias. Indeed Marshall (1981) argues that bias adds to 
the process of enquiry:
"My bias is something I appreciate, it's part of me 
as a researcher. And while it is important for me and for 
others to recognise my bias, it is really what I can give 
as a researcher " (Marshall 1981 p337).
The approach which Lincoln and Guba (1980) term 'naturalistic' is called by Parlett 
and Hamilton (1972) 'illuminative'. They too argue the case for the acknowledgement 
of the subjective nature of research and claim that behind concerns over whether 
personal interpretation can be scientific lies:
"... a basic but erroneous assumption that forms of 
research exist which are immune to prejudice, experimenter 
bias and human error." (Parlett and Hamilton 1972 p i8)
They advocate the use of precautionary tactics such as the cross-checking of important 
findings when extensive use is made of qualitative techniques but argue that even with 
such precautions the subjective element remains and indeed is inevitable.
"When the investigator abandons the agricultural- 
botany paradigm his role is necessarily redefined. The use 
of human insight and skills is, indeed, encouraged rather 
than discouraged." (Parlett and Hamilton 1972 p22)
These precautionary tactics have been well documented under the term triangulation of 
methods and are considered by many to be an important aspect of qualitative 
methodology. As the methods used in this study are qualitative, triangulation of 
methods was considered and issues relating its use to the study discussed.
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3.3 Triangulation
Triangulation is defined by Cohen and Manion (1980) as the use of two or more 
methods of data collection in the study of human behaviour. They see its use as 
appropriate because of the complex nature of human behaviour and interaction.
Babbie (1983) defines triangulation as the use of several different research methods to 
test the same findings and argues that this is a valuable.research strategy to avoid 
methodological bias claiming that as each research method has its own particular 
strengths and weaknesses the use of more that one will help eliminate bias.
This positive view of triangulation is shared by many including Miles and Huberman 
(1994) who suggest building this into the methodology as part of the process of data 
generation, collection and analysis:
"...triangulation is not so much a tactic as a way of 
life. If you self-consciously set out to collect and double­
check findings, using multiple sources and modes of 
evidence, the verification process will largely be built into 
data collection as you go." (Miles and Huberman 1994 
p267).
Burgess (1982) discusses this issue under the heading of multiple methods of 
investigations, and examines how they have been used in a variety of studies. He 
particularly cites anthropological studies that have used several methods to gain access 
to data, and suggests that one question to be asked is whether different methods have 
been used to focus upon the same unit of investigation, or to examine different aspects 
of the same study. Different combinations of methods have been used, but Burgess 
argues that it is only when observational and interview data are integrated that the full 
potential of multiple field methods can be realised.
Similarly, Cohen and Manion (1985) discuss different ways of categorising
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triangulation and attribute one of these to Denzin (1970) which differentiates between 
"within methods triangulation" where a study is replicated to confirm reliability, and 
"between methods triangulation" where different methods are used to collect data on a 
particular objective. Cohen and Manion argue that this latter approach is particularly 
appropriate to educational research because of the complex issues involved.
However, Sidell (1993) identifies potential problems with the use of different methods 
in the same study because of the different philosophies upon which they may be based:
"Different research methods are not simply 
different ways of doing, they also represent different ways
of seeing and ways of thinking Quantitative methods
are based broadly on the philosophy of positivism....
Qualitative methods arise from a different philosophical 
tradition, one which looks for meaning behind social 
action." (Sidell 1993 pl08)
There are clear similarities between the methodological requirements of practitioner 
research in health care and those of practitioner research in education and the "between 
methods triangulation" described by Cohen and Manion is equally appropriate to the 
study being undertaken. However, Sidell's point about the incompatibility of different 
methods has value but applies to methods which arise from different philosophical 
viewpoints. I could not justify the combination of qualitative and quantitative methods 
in this study, but there is a range of qualitative methods available, which share the 
same philosophical base and it is from these that a selection was made as the fieldwork 
stage of the study developed and progressed.
3.4 The Emerging Design
Parlett and Hamilton (1972) describe their illuminative approach to evaluation as 
having three phases: investigators observe, inquire further, and then seek to explain. 
These three stages overlap and interrelate:
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"Beginning with an extensive data base, the 
researchers systematically reduce the breadth of their 
inquiry to give more concentrated attention to the emerging 
issues. This 'progressive focusing' permits unique and 
unpredicted phenomena to be given due weight."
(Parlett and Hamilton 1972 p i5)
Lincoln and Guba explain the naturalistic inquiry in three phases also. They call these: 
an orientation and overview phase, the object of which is to obtain sufficient 
information to decide what issues are important enough to follow up in detail, a phase 
of focused exploration when, having analysed data from phase one and developed 
more structured protocols, in-depth information is obtained. Phase three consists of 
writing a report on the information received, which is taken back to the site for 
'member check’. The purpose of this is to obtain confirmation that the report has 
captured the data as constructed by the informants or to correct or amend it.
3.5 The Research Process
Phase One
This is the period of prior ethnography which occurred before the project formally 
began. It matches the phase of observation (Parlett and Hamilton 1972) and overview 
(Lincoln and Guba 1980) and provided the tacit knowledge described by Lincoln and 
Guba, which led to the formulation of the particular research questions. It is important 
for researchers studying their own field of practice to acknowledge the major influence 
of this preliminary phase as it directly affect methodological decisions made 
throughout the study, provides a framework and influences the choice both of the 
research question and the method(s) chosen to investigate it.
One underlying concept or assumption in illuminative evaluation is that a system or 
individual activities can only be understood if contextualised. Parlett M (1981). Prior 
ethnography provides that contextualisation. This accords with Fetterman's 
description of the emic perspective as the starting point for data collection (1991).
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This emic perspective is the insider’s or native's perception of reality, and is used to 
help explain why members of the social group do what they do and contrasts with the 
etic or outsider's perspective. (Fetterman 1991)
Phase Two
The interviews which were undertaken at the beginning of the project served to focus 
the study and provide in-depth information from a number of key individuals. Parlett 
and Hamilton (1972) describe this stage as a time of further inquiry, Lincoln and Guba
(1980) as a period of focused exploration in order to gain in-depth information.
This series of interviews was with individuals selected by the researcher because of 
their intimate knowledge of the field in which the research was to be carried out, 
because of personal contact, and because they expressed an interest in, and views on, 
the area of inquiry. The interviews were unstructured and non-directive. This 
approach arose from therapeutic interviews (Cohen and Manion 1985), the principal 
features being:
"...the minimal direction or control exhibited by the 
interviewer and the freedom the respondent has to express 
his subjective feelings as freely and as spontaneously as he 
chooses or is able." (Cohen and Manion 1985 p293).
Moser and Kalton (1977) are cited by these authors to confirm the appropriateness of 
this type of interview when complex issues are being explored, and when the 
researcher's knowledge of what is important is still in a vague and unstructured form.
The data collected in these key interviews is presented later. They served to focus the 
study on key issues that were considered important to people in the field, or to those 
who had direct influence over them. This period of focusing led to decisions about 
how to collect data specific to the issues that had been raised. The methods chosen
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were direct and indirect observation and in depth interviews.
Observation
In a naturalistic design observation is regarded by many to be one of the most 
important instruments available to the researcher (Taylor and Bogdan 1984, Cohen and 
Manion 1985, Patton 1980, Parlett and Hamilton 1977). The term observation 
however covers a variety of ways of collecting field data. Different authors use 
different models to discuss observation as a research tool and it is used both by 
ethnographers to describe their close involvement in a social setting and by laboratory 
technicians recording experimental data. Gans (1982) observes that:
"... in sociology the term participant observation 
refers to a multitude of activities and roles: the term is only 
a loose and inaccurate label that covers the many varieties 
of participation and observation, and distinguishes them 
from formal interviewing or library research."
(Gans 1982 p54).
In this study observation was used at four stages. Firstly there was the period of 
observation or prior ethnography before the research project was started. Secondly 
field notes were made whenever there was contact with the setting, for example when 
negotiating access and while waiting for interviewees. Thirdly a form of indirect 
observation was used when people were asked to complete diary sheets. Fourthly the 
researcher's involvement in professional affairs both locally and nationally generated 
data that conforms to Douglas' (1976) description of direct experience.
Observation prior to the study
The validity of using data collected prior to embarking on a study has already been 
discussed under the section on the choice of a naturalistic design. It was seen as 
appropriate to include the collection of data during the researcher's clinical practice as 
a physiotherapist in this description of the methods used in the study. This can be seen 
as conforming to Gans' description of the researcher in a naturalistic enquiry as a total
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participant where the field worker is completely involved emotionally in a social 
situation and only re-adopts the role of researcher after it is over. Gans sees this as a 
very important part of field research:
"... the field worker ought to aim for at least some 
total participation if at all possible so that he learns to see 
the world as it is seen by the people he studies.
(Gans 1982 p54).
Observation secondary to other activities
Records were kept of observations made every time there was contact with a member 
of the setting being studied. These ranged from records of telephone calls made and 
received, letters sent and received, and field notes after visits to the setting to negotiate 
access to the field or to conduct an interview {see Appendix B for example). These 
notes and records form what Babbie (1983) calls a field journal. Babbie describes 
such a journal as the backbone of field research. He advocates recording both 
empirical observations - what the researcher knows has happened, and interpretations - 
what the researcher thinks has happened.
Although periods of observation were not deliberately planned and I did not go to the 
setting in order to observe what was happening, eveiy opportunity was taken to make 
field notes on the setting when the researcher was there for other purposes. For 
instance, if an interviewee had been held up or needed to finish something before 
being free for the interview, then reassurances were given that the researcher was in no 
huny, and a suitable place was found to wait where activities could be observed and 
these were recorded.
A lot of valuable data was recorded in this way and the usefulness of this form of 
observation as a research instrument was recognised. However, it was not felt
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appropriate to use it as a primary method of data collection in spite of its widespread 
use in naturalistic enquiries. At an early stage in the research it had been considered in 
relation to one of the aims of the study. It appeared that it might be possible to use it 
to record interactions between nurses and physiotherapists in order to describe the 
inter- disciplinary working relationships of nurses and physiotherapists in two different 
hospital settings. However, practical difficulties were envisaged. These included 
knowing where to physically position oneself in order to record the interactions. I 
knew from professional experience that as well as the pre-arranged meetings to discuss 
patients' progress, valuable information was shared by professionals during casual 
encounters in the corridor, over the telephone, in the toilets. It would be possible to 
miss all those and assume that those interactions actually observed were all that 
occurred.
Shadowing one of the professionals was considered. This would have entailed 
spending a shift following a particular individual and recording every time information 
was passed on to or received from a member of the other profession. However, this 
was not done for two main reasons. Firstly, it was felt that the presence of a 
researcher would influence the behaviour of the person being shadowed too much.
The spontaneity of informal interaction may well have been lost and artificial 
situations created to impress me with how much interaction went on between nurses 
and physiotherapists, or conversely normal opportunities for communication not taken 
up in order to show how little interaction went on.
Secondly, there were ethical reasons for not observing all that a particular professional 
did during a shift. In particular, it was felt that as there was no research aim in this 
study that would be fulfilled by me having access to information about patients and 
their medical, social and personal condition, it would have been unethical to have 
heard such details while undertaking observation. Although such information need not 
have been formally recorded in any way, I would still have been privy to knowledge
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which the patient had the right to expect to have been kept confidential to those who 
needed to know. As patients' rights are under constant threat of violation I did not find 
it acceptable to acquire information which was of not benefit to the study and the 
acquisition of which could be seen as an invasion of privacy.
Another ethical issue arose when considering using observation as a major instrument 
in the study. Jarvie (1982) and Taylor and Bogdan (1984) discuss the problem facing 
researchers who acquire information that they feel in conscience they should act upon, 
but in doing so would jeopardise the study. From experience in the clinical field I 
knew that spending long periods on wards for elderly people as an observer would put 
me in the position of seeing things happen that I felt were wrong, but was unable to 
prevent or rectify.
The reality of this was shown on the first occasion I went to the setting to talk to the 
nursing officer about access to the ward. I was sitting in the ward day room with some 
elderly patients while waiting for the nursing officer. A female patient entered the day 
room and an incontinence pad she was wearing fell to the floor. The lady used a 
zimmer frame for balance and support and was unable to retrieve the pad herself. She 
was obviously embarrassed by the situation and in danger of falling if she bent over 
any further in her efforts to pick the pad up from the floor.
I had three choices. One was to pretend I wasn't there - to be the total observer with no 
participatory role in the setting and see how the situation was dealt with. This was not 
acceptable as the lady was embarrassed by the situation and could have fallen if no-one 
intervened. One was to act as a physiotherapist and deal with it as a professional. This 
would I felt have have compromised my position on the ward as it would have placed 
me firmly as a physiotherapist in the minds of the staff rather than as a researcher who 
happened to be a physiotherapist as well, which was the emphasis I was aiming for.
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The third option, which was the one adopted, was to take on the role of an ordinary lay 
member of the public and deal with the situation as a visitor to the ward may have 
done. I therefore asked the patient her name and went into the corridor and explained 
the situation to the first person I saw in uniform.
This incident highlighted another potential problem with observation in a clinical 
setting. Wards are notoriously under-staffed and while it is not known whether this 
has been studied, it is postulated that nurses rely, with or without acknowledging it, on 
the presence of other professionals and visitors to safeguard patients. A nurse for 
instance may feel very worried about leaving a day room full of elderly people 
unattended for long periods. However she may be able to justify a necessary absence 
if she knows that visitors, or other professionals, are present.
This seemed to me to be very relevant to the adoption of an observer role. The nurses 
on the ward would know I was there; they would also know I was a physiotherapist 
and could presumably therefore be relied on to take appropriate action if something 
occurred that was potentially dangerous, or if a patient needed something. This would 
therefore influence their behaviour - for instance they might visit the day room less 
often on the assumption that the researcher would be fulfilling part of a custodial role.
Indirect Observation
The need to develop a way of observing the contacts the nurses and physiotherapists 
had over patients, without encroaching on the privacy of the patients arose from the 
practical and ethical issues discussed above. A means of recording these contacts was 
needed which overcame these problems.
A recording or diaiy sheet was devised on which members of each of the two 
professions would record each instance they had contact with the other profession over 
patient care. Diaries have been used in a number of health care studies as a way or
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recording all activity, or activity at specified times to enable a picture to be built up of 
the working day or a particular professional. In this instance what was wanted was the 
type of information an observer would have recorded about each instance of 
interaction had they been present.
A sheet was therefore devised {Appendix C) on which the selected professionals were 
to be asked to record details of the interaction under specific headings. What the 
researcher wanted to know was how often nurses and physiotherapists communicated 
about patients, where and when this took place and whether it was the more formal, 
pre-arranged meetings that were most valuable, or the informal exchange that occurred 
casually in the corridor.
The diary sheets were to be given to two people. One would be a nurse directly 
involved with care of a specified patient. The other would be the physiotherapist 
involved with the same patient. These two people would be asked to record all 
contacts they had with each other about a particular patient. The patient was to be 
chosen by the two professionals jointly. The criteria given by the researcher for 
selection were that the patient should be one whom on admission was clearly in need 
of some physiotherapy intervention and therefore communication between the nurse 
involved in their care and the physiotherapist on the ward would be necessary, and that 
the patient was expected to be on the ward for a number of weeks. Were the patient to 
die or be discharged soon after admission then another patient was to be selected for 
the purpose.
It was emphasised to the two professionals that the researcher did not want to know 
any details about the patient beforehand. There was no need for their name to be 
recorded but the researcher would want to know some details about their condition and 
would therefore be asking some questions once the data collection was complete.
As part of the investigation focused on the knowledge and understanding of both
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professions of physiotherapists1 role in the management of incontinence and pressure 
sores the two recorders could have been asked to select a patient with one or both of 
these conditions. However, it was felt that stating this would have indicated that these 
were conditions about which the researcher was expecting the two professionals to 
communicate. As it was important to discover what they themselves thought relevant 
to the other professional to know, these two conditions were not mentioned. This was 
not anticipated to be too much of a problem as the prevalence of both pressure sores 
and incontinence is very high in elderly people in hospital and it was anticipated that 
the patient chosen may well be suffering from one of the other. In the event that this 
was not the case it was envisaged that at the follow-up interview questions could be 
asked about whether the professional would have thought it relevant to discuss these 
two conditions with their opposite number.
Initially when the diary sheet was first developed it was hoped that it would be used 
fairly extensively in both settings to generate data about how and when nurses and 
physiotherapists communicate about their patients. In practice, it was the negotiations 
about the use of the diary sheets that yielded the most valuable and prolific data, rather 
than completion of the diary sheets themselves.
Piloting the Diary Sheets
I saw the piloting as a way of discovering the feasibility of using this form of recording 
in the main study. It was hoped that the two people doing the recording would give 
plenty of feedback both about the process of filling in the sheets and also as to whether 
they were a reliable way of recording contacts made.
The diary sheets were piloted at a hospital as similar as possible to those in the main 
study. This hospital was for elderly people suffering from a range of medical and 
social conditions which necessitated admission for short or long term care. It had a 
small physiotherapy department and had the reputation within its health authority of
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enjoying good relationships between nursing and paramedical staff.
Both the superintendent physiotherapist and the nursing officer were contacted by the 
researcher by telephone and an appointment arranged. This first interview was done 
on an individual basis to explain the purpose of the research, the diary sheets, and the 
need for piloting. The superintendent physiotherapist worked on the ward and agreed 
readily to fill in the sheets herself. The nursing officer suggested a particular ward 
sister as the most appropriate person to fill in the sheets from the nursing side. A time 
was therefore fixed to talk to the sister.
This sequence of making contact with the professionals highlighted an issue which was 
significant throughout the negotiations for access. The physiotherapists initially 
contacted were all the managers of the physiotherapy departments at their hospitals. 
They were therefore able to agree to their staff being asked to participate in the study. 
They were, in all cases but one, both the superintendent of the physiotherapy 
department and a clinician. They not only agreed to the researcher's request for access, 
but also volunteered to participate personally. On one occasion when it was not 
feasible for the superintendent to participate herself, it was suggested that the 
researcher contact another named physiotherapist to see if she was interested in taking 
part.
The nursing hierarchy was different however. Contact was made both in piloting and 
in the main study with the nursing officer who was in all cases able to make a decision 
about access to nursing staff for research purposes. However, these nursing officers 
were not clinically involved in the wards and therefore would not be actually filling in 
diaiy sheets themselves. They therefore designated named members of staff to 
participate in data collection, and these nurses were told by their nursing officer that 
they would be taking part in the study.
Attempts were made by me to intervene in this process and ask permission to approach
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ward sisters less formally, but with the way nursing management was organised it 
proved difficult. Certainly none of the nursing officers appeared to acknowledge that 
there would be any difference in a sister participating in a study because she had been 
asked to by the researcher personally, or because she had been told to by her manager.
This was a significant factor in the process of data collection particularly in one 
hospital as will be discussed later. The issue is raised here because it became clear to 
me during piloting that the nursing officer decided who would be cooperating with the 
study and this would not be a volunteer as in the case of the physiotherapists involved.
Another important point indicated by the piloting was the time delay in getting data 
collection through the diaiy sheets actually started. Initially I left it to the 
professionals involved to start completing the diaiy sheets as soon as a suitable patient 
was admitted to the ward. The superintendent physiotherapist and the ward sister were 
seen together to explain the use of the diary sheets and details of their completion.
They were then seen individually a few days later to answer any queries and to check 
that they understood what was involved. The folders containing instructions, the blank 
sheets and stamped addressed envelopes were then left with them so they could start to 
fill in the sheets.
There followed a long period of delay before any data were collected on the sheets. 
Both the physiotherapists and the nurse emphasised to me that this was not a typical 
period in their working routine and if only they could wait until things were normal 
then much more valuable information would be collected. Eveiy time data collection 
was delayed a genuine reason was given as to why this was not a good time to start. 
Some of the reasons given were that one or other of them was off on holiday, on a 
management course, on an AIDS seminar, at a job interview, that off-duty 
arrangements for that week meant they would not see each other, or that one of them 
was on sick leave.
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As it would seem important that communication between the two people responsible 
for the care of a patient should take into account such periods when direct face to face 
contact was not possible, I was anxious that data collection should start as soon as 
possible. The physiotherapist and nurse appeared keen to record during a period 
which they saw as typical of their usual routine. As the weeks progressed however, it 
became apparent that this 'typical' period might in fact only exist in theory, and that in 
practice long periods when the physiotherapist and the ward sister were not on duty at 
the same time were usual rather than untypical. The difficulty then arose of the two 
professionals wanting recording to occur during an ideal period whilst I wanted 
recording to occur during a period which reflected the reality of the setting.
The situation was resolved eventually by me emphasising that the main reason for 
piloting the diaiy sheets was to test the mechanics of using them, rather than for the 
data collected. The physiotherapist and nurse agreed to start filling them in on the 
understanding that I did not think this would reflect a normal view of their interaction 
and that allowances would be made for the special circumstances of that period.
This delay in data collection was to be repeated in the main study and was a major 
reason why the diaiy sheets were only used in one of the settings and were not in 
themselves a main instrument of data collection. The data that were collected during 
the piloting and during negotiation over their use in both the main settings were 
however extremely valuable. If the diaiy sheets themselves are considered only as a 
potential instrument to have been used in this study then they could be perceived to 
have failed in that they did not of themselves generate a lot of data. However, the 
process of hying to develop them as a research instrument and the reaction to them in 
the settings was extremely successful as it highlighted several key issues which were 
taken up in the subsequent interviews.
Stamped addressed envelopes were supplied by me to encourage the participants to
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complete the sheets daily and post them back at the end of each day. As each contact 
would be recorded twice - once by each of the participants - it was hoped that the data 
could be checked for reliability and that the different perceptions of the professionals 
as to the purpose and nature of the interactions could be noted for further investigation 
at the interviews which were to follow the period of completion.
The sheets and envelopes were supplied inside a folder, on the inside of which was 
glued the instructions for completing the sheets. Each of the two participants was 
supplied with her own folder. It was envisaged, and this was confirmed during 
piloting, that the physiotherapist would keep her folder in the physiotherapy 
department and complete the sheets at the end of the morning or afternoon when she 
returned to her office. To facilitate this the physiotherapist was supplied with a small 
notebook to keep in her pocket in which it was suggested she keep rough notes of the 
contacts she had during the day with the ward sister. The sister kept the folder in her 
office or at the nurses' station and as she returned there regularly during her shift it was 
not found necessary for her to have a pocket note-book.
After completing the sheets for two weeks I decided that enough feedback had been 
received to make a significant contribution to the development of the diaiy sheets.
This physiotherapist was going on annual leave and would then be moving to another 
post in the district. Given the amount of time that had been spent waiting for data 
collection to begin it was considered prudent to use the lessons learnt from piloting and 
move onto the main study.
The feedback from the two participants during piloting was veiy useful. Apart from 
the issues noted above, there were very pertinent points made that could only have 
been highlighted by use of the sheets in practice. The ward sister suggested that a 
space was included for the nurse to record her working hours on the first sheet 
completed each day. This would explain to the researcher why certain contacts
85
occurred at certain times and not at others. For example, the physiotherapist might 
have to leave a message with a third party because she would not be around when the 
sister came on duty. It was also suggested that on days when no contact was made a 
blank but dated sheet was returned so that it was clear that the participants had not just 
forgotten to complete or post them. Minor alterations were also made to the layout of 
the sheet and the terminology used after discussions with the participants.
After the two week completion period was up, I went to see both participants to obtain 
any final feedback and to thank them for their time and cooperation. The one point 
that both parties emphasised was that they did not feel that what they had recorded on 
the sheets was an accurate reflection of the communication that actually occurred 
between them. Neither of them could be more specific about what had not been 
recorded, or make any suggestions as to how other communication could be recorded. 
As it had been emphasised throughout that ALL contacts with the other professional 
should be recorded and that this should include messages left with third parties, written 
and verbal contacts, and information given to third parties with the assumption that it 
would eventually get to the other professional, it was difficult to understand what it 
was they felt had not been adequately shown on the sheets. This issue was noted for 
further investigation in the main study. (See Appendices D and E for examples of 
completed diary sheets and collation of resulting data).
Observation by participation in professional activities
During the fieldwork phase of the study I was seconded from the employing Health 
Authority. Contact with the Health Authority and particularly with the district 
physiotherapy service during this two year period could have been negligible.
However, close contact was maintained in order to retain clinical expertise. This was 
a conscious decision as the research was so closely linked to the professional 
experience of physiotherapy. The contacts consisted of continuing to participate in the 
on-call rota and therefore working occasional weekends and evenings, attending
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seminars, and meeting with colleagues socially and at work functions.
The maintenance of close contact with staff meant that access to one of the settings 
was extremely easy to initiate. The disadvantage was that the physiotherapists in that 
setting emphasised my identity as a physiotherapist whenever I was there. This 
necessitated working hard to ensure that the nurses on that ward saw me as a 
researcher first and a physiotherapist second.
On one occasion I was in the ward kitchen chatting to the nurse whom I was about to 
interview. This nurse was making us both a cup of tea. One of the physiotherapists 
was passing the kitchen and upon seeing me said that if I had wanted a cup of tea I 
should have gone into the physiotherapy department and made myself one. This was 
said in a friendly tone to indicate that I was always welcome and should feel able to 
use the facilities of the physiotherapy department. However, this emphasised to the 
listening nurse that I was a physiotherapist and was closely identified with the 
physiotherapy department in that hospital.
This highlights one of the problems for practitioners of doing research on their own 
ground. This can be overcome with care and constant attention and in this case was 
outweighed by the advantages of ease of access and familiarity with the setting. 
Problems over access in the other setting in which I was not so well known supported 
this point.
In addition to local involvement I also developed national links within physiotherapy. 
There is a special interest group for physiotherapists working with elderly people 
(Association of Chartered Physiotherapists with a Special Interest in Elderly People 
also known latterly as AGILE) and the researcher took on the honorary position of 
Research and Information Officer. This is one of the very active special interest 
groups in physiotherapy and has produced documentation about physiotherapy practice
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which has been invaluable in the study.
The researcher was also elected to the Council of the Chartered Society of 
Physiotherapy. This provided access to data which would not otherwise have been 
available, and also strengthened the links between theory and practice within the study.
Interviews
This section describes the use of the interview in research and its particular application 
in this study. After a discussion of some of the different types on interviews that have 
been identified in the literature on research methodology, a detailed account is given of 
the pilot interviews conducted by the researcher. This is presented in some detail to 
demonstrate the practical nature of the methodological development of the interview as 
a method of data collection appropriate to this research project.
The varied nature of the research interview is highlighted by the many definitions 
found in the literature (Cannel and Kahn 1968, Burgess 1982, Whyte 1984, Brenner, 
Brown and Canter 1985, Cohen and Manion 1985, Powney and Watts 1987, Silverman 
1993). Burgess (1982) uses the model of a continuum to discuss the different types of 
research interview which ran from the structured interview commonly used in survey 
research to the unstructured conversation favoured by some ethnographers. Powney 
and Watts (1987) suggest that classification of interviews should be done by looking at 
who is in control of the interview.
Brenner, Brown and Canter (1985) note the considerable complexity of the interview 
as a social process and its value in a wide diversity of contexts. They claim that it is 
widely accepted as a research tool in its own right and cite Allport (1942) who argued 
that if you want to know something about people's activities the best way of finding 
out is to ask them. They also cite Harre and Secord (1972) in support of the argument 
that the expertise and experience of a respondent is unique and that the account given 
of this is scientific data:
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"It is this willingness to treat individuals as the 
heroes of their own drama, as valuable sources of particular 
information which is at the base of the resurgence of interest 
in various interviewing procedures." (Brenner, Brown and 
Canter 1985 p3).
The data collected in interviews is open to different analytical approaches. Both 
qualitative and quantitative analysis can be used and the choice will depend on the 
objectives of the interview. Brenner (1985) chooses to minimise inconsistency and 
maximise comparisons between informants, whereas Potter and Mulkay (1985) 
emphasise the possible relevance of "the variability of interpretive repertories" and 
regard inconsistencies as valuable data.
Mostyn (1985) emphasises the difference between quantitative and qualitative 
approaches in saying that qualitative research is a learning exercise - an expansion of 
existing data - rather than a refinement as in quantitative research. Powney and Watts 
(1987) reinforce this idea when they discuss interviews used by ethnographers not to 
provide discrete data but to make sense of puzzling information and to enhance insight 
into a situation. They cite Cockbum (1980) who categorised interviews as sociological 
or phenomographical. The sociologist stays at a distance from the phenomenon under 
scrutiny in order to attain some objectivity and the focus lies with the researcher's 
interests and concerns. Phenomographic interviewers see themselves on the other 
hand, as tapping into the perceptions of those inside a system in order to be able to 
work out how it functions.
The use of the interview in practitioner research raises the issue of bias. Powney and 
Watts (1987) acknowledge the importance of this and its inevitability:
"Perhaps a 'personal perspective’ is a less accusing term 
than bias but it is inevitable that the interviewer's
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perspective is also limited by knowledge and experience as 
is the interviewee's." (Powney and Watts 1987 p35).
They identify three possible sources of interviewer bias - the background 
characteristics of the interviewer, such as age, sex, education, race and socio-economic 
status, psychological factors such as perception, attitudes, expectations and motives, 
and behavioural factors related to the conduct of the interview. Cohen and Manion 
(1985) also address the issue of bias in discussing the use of research interviews:
"One advantage, for example, is that it allows for 
greater depth than is the case with other methods of data 
collection. A disadvantage on the other hand is that it is 
prone to subjectivity and bias on the part of the interviewer."
(Cohen and Manion 1985 p292)
They suggest three different approaches that can be taken over bias. Firstly it can be 
argued that a good interviewer, adequately trained and with experience, can eliminate 
bias. Secondly the inevitability of bias is recognised and controlled. Thirdly, it can be 
accepted that bias is a part of the interview process and it is unrealistic and indeed 
unnecessary to eliminate it:
"...(an interview is) an encounter necessarily sharing 
many of the features of everyday life. ... It is impossible, 
just as in everyday life, to bring every aspect of the 
encounter within rational control."
(Cohen and Manion 1985 p292).
Powney and Watts (1987) note that the convention has been for the interviewer to be 
unknown to, or at least not a personal friend of, the interviewee in an attempt to avoid 
one source of bias. However, they accept the difficulty of this in much research that is 
going on when interviewer and interviewee may be familiar to each other. Burgess 
(1982) argues that it is indeed very important for the interviewer/researcher to know 
about the culture under study so they can share this with their informants:
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"Researchers therefore require a knowledge of 
technical terms and an ability to ascertain cultural meanings 
if they are to obtain detail, verily statements, elucidate 
contradictory data and obtain information that will allow 
them to evaluate their informants' statements."
(Burgess 1982 pl08)
In defence of this argument they also cite Strauss et al (1964) who maintain that 
researchers need to become members of the social settings they study if they are to 
understand their informants.
The relationship of the interview to other methods of data collection is discussed by 
Burgess (1984) and Powney and Watts (1987) who note that the unstructured interview 
is rarely conducted in isolation but used to compliment other methods, for instance to 
clarify points arising from observation.
A particular aspect of interviews is the trust that the respondent places in the 
interviewer. However, the respondent retains ultimate control of the situation.
Powney and Watts discuss the relevance of this in relation to a study of young people 
who were shown a preliminary report following a period of observation. They are 
reported as feeling quite alienated from the research:
"They had no idea that they were revealing so much when they 
sat talking to a friendly young person in the project premises."
(Powney and Watts 1987 p27)
The researchers then changed from participant observation to interviews and renewed 
cooperation was reported from the young people who said they preferred being 
interviewed to being observed.
The choice of structured or unstructured, informant or respondent interviews is largely
determined by the purpose of the interview. Burgess (1982) is quite certain that the
standard set of questions of a structured interview schedule is restricting and narrow if
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the purpose is to provide opportunity for opening up new dimensions of a problem. 
Structured interviews define situations in advance and do not allow the researcher to 
follow up any interesting ideas.
The argument that is identified in the literature as being relevant to the choice of 
interviews as a method of data collection in this study is whether the researcher, 
having identified the important issues in advance, wanted factual information to fit into 
pre-defined categories, or whether this stage of data collection was about expanding 
understanding of the situation from the perspective of the interviewees. As it was the 
latter that was most appropriate at this stage in the project, an interview schedule was 
developed in accordance with this objective.
The choice of the interview as a data collection method has been discussed under a 
previous section on emerging design. This section has discussed the use of interviews 
in research and highlighted some of the arguments considered when developing the 
interviews used in this study. A detailed description is given in the next section of 
how the theoretical issues identified in the literature were combined with the practical 
experience of conducting the pilot interviews which resulted in the formulation of an 
interview designed specifically for this study.
Pilot Interviews
Seven pilot interviews were carried out prior to beginning the main data collection. 
Three of these were with physiotherapists and four with nurses. The objectives of the 
pilot interviews were to ascertain whether:
* the format of the interview was appropriate;
* the interviewee was comfortable with both the interview format and the 
interviewer;
* tape recording was an appropriate was of recording the data;
* the data collected was appropriate to the study objectives;
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* there were flaws in the interviewer’s technique that needed correcting;
* the interviewer was confident with the mechanics of the interview eg. use of 
tape recorder.
Samples
I made contact with three physiotherapists I knew. Each of these agreed to be 
interviewed as part of the pilot exercise. This was felt to be an appropriate method of 
selecting interviewees as they would know me on the same basis as those to be 
approached for the main study, and because they had similar experience in working 
with elderly people.
Volunteers were requested from the district nurse course run locally, one nursing 
lecturer was asked, and one nursing sister was recommended by one of the 
physiotherapists interviewed. This selection was sufficiently similar in the important 
characteristics. Although the amount of experience of the nurses in care of elderly 
people was not known they had all nursed elderly people during their training or 
consequently. Most of the nurses were strangers to me as would be the nurses to be 
interviewed in the main study; two were known but not well - again a situation likely 
to be repeated in the main study.
All the interviewees were volunteers and were selected on the grounds of availability 
rather than due to their involvement in a particular setting, but given the objectives of 
the pilot interviews it was felt that this was appropriate.
Procedure
When the potential interviewee was first approached I explained that volunteers were 
needed to help pilot interviews for a research project. The physiotherapists and the 
lecturer knew that I was a physiotherapist, the other nurses did not and this was 
explained to them. Some of the interviewees understood the term ’pilot interview',
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others did not. This term was explained as being a practice run to see if the interviews 
worked. It was stressed that the information given would not be used in the main 
study and that one of the main reasons for having these practice interviews was to see 
if there were any problems that needed sorting out before the main interviews were 
undertaken. I had drawn up a semi-structured interview schedule consisting of twenty 
questions with appropriate prompts. This was typed and was in two versions - one for 
the nurses and one for the physiotherapists - which were very similar.
At the first interview I briefly mentioned the following points before the interview 
began:
* confidentiality - that anything said would not be discussed with anyone else.
* tape recorder - the interview would be recorded so that it could be typed up in 
full later if that was acceptable to the interviewee.
* diary sheets - as some of the questions related to the diary sheets, which the 
pilot interviewees would not have used, these were explained and the 
interviewee asked to role play and make up suitable answers.
Feedback
The Interviewee’s Perspective
The feedback from this first interview was extremely valuable and led to a lot of 
changes being made in the subsequent pilot interviews and the interviews in the main 
study. The main feedback concerned the format of the interviews. It was noted that 
throughout the interview the interviewee asked questions such as:
"Am I answering the question correctly?"
"Is that what you wanted me to say?"
"I'm not sure if that's the right answer."
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This appeared to imply that the interviewee felt constricted by the questions from 
discussing issues that were important to her. She felt that she had to answer correctly 
rather than by saying what she felt about the issue. Other comments which were made 
after the interview were that the interviewee had found the interview threatening and 
uncomfortable:
"I felt very defensive - why is she asking me all this 
- doesn't she think I know what I'm doing?"
These acknowledged feelings were supported by body language. The interviewee sat 
well forward in her chair with her arms folded tightly on the desk and leant over her 
arms. She appeared tense throughout the interview until at the end the tape recorder 
was switched off and she sat back and relaxed. She suggested that it would have been 
useful if she had been sent a list of the questions in advance of the interviews so she 
had time to think about the answers.
When asked about the tape-recorder the interviewee said she found it off-putting and 
had been very conscious of it the whole way through the interviews. This had been 
reinforced by the interviewer who was worried about it not working properly and had 
checked it several times, thus drawing attention to it. The interviewee also commented 
that she had found the questions too repetitive and that they jumped from general to 
specific issues and back again.
The Interviewer's Perspective
Of all the pilot interviews this first was to provide the most learning material about 
how not to conduct interviews. My main feeling was that the schedule was too 
restricting. I was conscious that there were a certain number of questions to be 
addressed and that the interview would not be complete if some of the questions were 
not asked due to lack of time. On both asking the questions and on listening to the 
recording later it was clear that not enough time had been allowed for the interviewee
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to develop issues that were important to her. Throughout the interview I was aware of 
the interviewee trying to read the questions upside down on the sheet to see what she 
was going to be asked next. One of the main points that came from both the interview 
and the recording was that the interviewee was trying to give text-book answers, or 
answers that were considered to be correct.
I was nervous about the length of time the interview would take and the tape recorder - 
whether it was actually recording and whether the recording would be audible. This 
was translated into tense posture similar to that of the interviewee and nervous laughter 
at several points in the recording. I also recognised that I had reacted to what had 
been said in reply to some of the questions. As these were issues on which I had my 
own views it was easy to let these be expressed by raised eyebrows, questioning 
glances and comments such as 'oh, really', which were judgemental and could well 
have affected what the interviewee said in reply to later questions.
The feedback obtained from this first interview was around two main issues - my 
inexperience as an interviewer and the structure of the schedule. The decision was 
made to concentrate on improving the first set of problems while retaining the original 
schedule. Two more interviews were therefore undertaken with some alterations.
Alterations
A  longer introduction was prepared which concentrated on issues of confidentiality 
and stressed that nothing from the interview would be discussed with anyone else.
This included anyone else taking part in the study and the interviewee's colleagues or 
manager. The use of the tape recorder was explained in greater depth as a way of 
helping the interviewer with note taking, not as a permanent record of what was said.
It was acknowledged that most people felt nervous about the tape recorder at first but 
soon forgot about it.
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Control of the interview was mentioned. The interviewee was free not to answer any 
questions she felt uncomfortable about, was free to stop the interview at any time, and 
free to refuse permission to record either the whole or any part of the interview. It was 
also stressed during the introduction that there were not right or wrong answers to the 
questions and that it was the views and feelings of the interviewee that were important 
to the research.
I concentrated on not appearing at all judgemental and not letting my own views on 
issues be at all explicit. The tape recorder was hidden until the issue had been 
introduced, reassurance given, and permission to record been received. The recorder 
was not checked once it had been switched on and every effort was made to allow 
time for the interviewees to develop and expand on their answers and on what was 
important to them.
The feedback from these two interviews covered several points. The interviewees said 
that they felt intimidated by the number of questions, were worried about giving the 
desired information and one said she would have liked a copy of the questions as she 
was worried she wasn't answering them correctly. This last point echoed the original 
interviewee.
On the positive side however, they both said that they soon forgot about the tape 
recorder and did not feel they had been influenced in their replies by knowing it was 
there. They did not feel the interviewer had been at all judgemental and said they 
could not tell what her views on specific issues were.
It was felt therefore that the remaining problems with the interviews were that the 
questions were too restricting and that the format did not allow for issues to be 
explored. This was mainly because of the number of questions and the concern about 
getting through them all was not allowing time to clarify or expand issues raised.
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It was decided therefore to change the format of the interview and to cany on piloting 
until I felt I was getting the type of data required by the study. A list of topics was 
drawn up which would act as an agenda for the interviews. Each of eleven topics was 
written on a card together with appropriate prompts. Four pilot interviews were 
carried out with the agenda.
Feedback was requested on the use of the tape recorder, how comfortable or 
threatening the interview had been, whether there had been sufficient time to say what 
they wanted to say, and whether they felt they had got anything out of the interviews. 
All four said they had found it a pleasant and positive experience. Only one was 
conscious of the tape recorder after the first few minutes and all four said they 
appreciated the opportunity to talk over issues they felt were important:
"Made me realise how little I know about nursing."
"I don't know much about physiotherapy do I?'
"It has helped me clarify a few things."
"You never have time to talk things over like this."
I felt much more comfortable with the less structured interview. It was much easier to 
let the interviewee talk and develop the subject without worrying about getting through 
all the questions. More subjective information appeared to be coming out of the 
interviews as subjects were expressing feelings and views rather than trying to give 
correct answers. This was more appropriate to the study. I also felt able to give more 
control to the interviewee and let them decide what was important to them about the 
issue or topic being discussed.
On listening to the recording it was noted that I said far less than in the first interviews 
and that almost all of the talking was done by the interviewees. It was therefore 
decided to adopt the agenda style of interviews, to use a tape recorder, to set the scene
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by means of the introduction, emphasising issues of confidentiality and control.
The introduction was given verbally by me with key words written on a card as a 
reminder. This allowed an informal style of presentation with eye contact being 
maintained to stress that the statements in the introduction were meant and not just 
being read off pat.
The introduction covered the following points:
* introduction of self as physiotherapist doing some research for the 
Department of Health at Sheffield City Polytechnic.
* explanation of the research as looking at physiotherapists and nurses 
working with elderly patients in hospital.
* reason for choice of hospital - because of the special way it has developed 
its services for elderly people.
* emphasis that it is what you, the interviewee, think and feel about the issues 
that is important for the study. Other people may think differently, but it is 
your views that are important.
* recognition that some of the areas are sensitive and some people feel 
uncomfortable discussing them. You are free to stop the interview at any time 
or to choose not to answer any of the questions.
* use of the tape-recorder to allow the interviewer to concentrate on what is 
being said and reassurance that the tape will be wiped clean once transcribed.
* confidentiality - nothing will be discussed with anyone else taking part in the 
study, nor with your colleagues or manager. Any quotes used in the writing 
up of the study will not be attributed.
* assurance that although complete anonymity cannot be guaranteed as it is 
known that you are taking part in the study you will not be identified by the 
researcher in discussing or writing up the research.
The issue of confidentiality was particularly important as I would be known as a 
colleague to many of those to be interviewed. In one of the settings it was known that 
I had close links with the, then, District Physiotherapist. It was emphasised therefore 
that I was there as a researcher not as a member of the district physiotherapy service.
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This proved to be important at the first of the main interviews when on stating that 
nothing would be discussed with anyone the interviewee said ’not the boss?' meaning 
the District Physiotherapist. It was important therefore to spend time on the 
introduction reassuring the interviewees that their confidence would not be broken and 
that the interviewer was not there on anyone else's behalf.
When interviewing the nurses it was important to explain that I was a physiotherapist. 
Had a decision been made not to the explicit about this from the beginning it was felt it 
would have had a detrimental effect on the study. It was unlikely that the nurses 
would not find out that the researcher was a physiotherapist and may have been 
suspicious if it had not been discussed.
All the subjects in the pilot interviews were asked if they were conscious that they had 
been talking to a physiotherapist. The physiotherapists, who all knew me well, said 
yes but that they felt that this helped as there was a lot of common knowledge that 
meant things didn't have to be constantly explained. The nurses did not appear from 
their comments to have been inhibited by knowing that I was a physiotherapist:
"No, you’re not in uniform."
"I don’t know you as a physio, I’ve never worked with you as a 
physio.
"I know you said you were, but you don’t come over as a physio."
"I forgot you were a physio."
One of the main concerns following the first interview was over body language and 
non-verbal clues given by the researcher. It was particularly difficult not to give 
feedback in this way when hearing things that were uncomfortable. This was usually 
criticism of the profession of physiotherapy, or derogatoiy remarks about 
physiotherapists. This became easier as time went on and I was almost expecting these 
remarks.
100
A lot of effort was put into appearing relaxed and adopting a chatty style of interview. 
Dress was casual but deliberately not reminiscent of physiotherapy uniform 
(traditionally navy-blue trousers and a white top). Control was given as far as possible 
to the interviewee by using their territory, letting them have a clear exit, and arranging 
the interviews to suit them personally - even when their manager had already said what 
the best time was. It was felt that the more control the interviewee had over the 
interview the less likely it was that they would sabotage it.
Conclusion
The interviews can be seen to have served two purposes. One was to collect data that 
would inform the research process and lead to further work being undertaken; the other 
was as a tool to develop an understanding of the research process particularly the type 
of ethnographical research that can be used to examine the interaction of people in a 
variety of settings.
The extent to which the interviews were successful in achieving these objectives can 
be determined by an examination of the outcomes of the research undertaken. The 
data generated was rich and varied and led to the development of a theoretical 
framework for greater academic analysis of the subject.
The development of my understanding of the research process has been illustrated in 
this section by the detailed description of the methodological issues that arose and 
were dealt with during the course of undertaking the interviews. The relationship 
between the methodological theory in the literature, particularly that related to 
naturalistic enquiry, and the practicalities of interviewing in real settings, was 
established as demonstrated here. As such the research process was based on 
developing a sound knowledge of this type of enquiry and this served the overall 
purpose of the study well.
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4. FIELDWORK FINDINGS
This section reports the findings of the fieldwork. These data are presented in two 
sections. The first sets out the key issues that arose during a series of unstructured 
interviews with a range of professionals involved in delivering care to elderly people 
in hospital. These interviews focused on the relationships between nurses and 
physiotherapists working with elderly people and how those relationships were seen by 
the two professions involved and by managers. The second section presents the 
findings of interviews held with nurses and physiotherapists in the two hospital 
settings described below.
The purpose of the fieldwork was to generate descriptive data about the practice of 
physiotherapy from the perspective of physiotherapists themselves and by the nurses 
with whom they worked. The original question of how much nurses knew and 
understood about the practice of physiotherapy with elderly people and what it had to 
offer had at this stage in the research process generated a logically prior question as to 
how much physiotherapists themselves knew and understood about their own practice. 
The research process was at this stage focused therefore on those two aspects with 
interview schedules and observational data collection being constructed in such a way 
as to generate a wealth of data which would be analysed within a framework 
constructed both by the themes that emerged from the data and by the location of the 
researcher in the study.
One of the challenges of using qualitative methodology is the generation, interpretation 
and presentation of data in a format which conforms to the requirements of academic 
rigour without losing the depth and breadth of what is not a quantifiable set of 
findings. The justification for the use of the methodology is elsewhere in this report. 
This section presents findings which formed the springboard for the development of 
the final thesis. Qualitative data is notoriously unwieldy and attempts to make it
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manageable inevitably lead to anxiety about losing something in the process. The 
involvement and location of the researcher within the framework means that that 
which is retained and captured is that which is important to the researcher in the light 
of the development of the overall thesis. The role of the researcher as the creator of 
the construct of the thesis necessitates analysis of the data to be undertaken in a 
reflexive as well as interpretive way. That which is important to the researcher, 
because it is important to the respondents, is illuminated, that which does not 
contribute to the framework being constructed is discarded. The rationale for this 
approach is to be found in the methodology section. It is mentioned here to allow the 
reading of this part to be within the context of the overall approach of the thesis.
The two settings
The main reason for the choice of the two particular hospitals for the study was 
evidence that these were two contrasting settings, one in which relationships between 
nurses and physiotherapists were excellent and one in which these relationships were 
poor. This was based both on the personal experience of the researcher who had 
worked in both settings, and on subsequent verbal reports from colleagues. The data 
collected during the fieldwork confirmed that there were indeed differences in the 
relationships between nurses and physiotherapists at the two hospitals, but that the 
significant differences were not those originally observed, and that the reasons why 
these relationships were different were not those that had originally been the focus of 
the study.
4.1 Observations from Stage 1 Interviews
This section sets out the key issues that arose during discussions with professionals 
involved in delivering care to elderly people in hospital. The discussions took the 
form of a series of unstructured interviews with senior nurses, physiotherapy and nurse
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managers, and general managers, all known to the interviewer. The findings are 
presented here under the main topics that emerged during these interviews.
Care of Elderly People
The term 'care' in the context of elderly people was seen by physiotherapists as 
meaning different things to them and to nurses. The physiotherapists said they 
understood care, in terms of their own work, as a functional rehabilitative approach to 
patients. They saw nursing care as promoting dependency and nurses as having a 
different understanding of the role of the professional carer. Nursing care was seen by 
these physiotherapists in terms of "nurturing", "encouraging dependency", "looking 
after", with patients playing a passive role and nurses an active role.
Physiotherapy care on the other hand was described by physiotherapists as 
"encouraging independence" "rehabilitative" "standing back" "allowing the patient to 
do things" "making life a challenge for the patient". The patient was said to be an 
active participant in care with the physiotherapists taking an increasingly passive role 
as rehabilitation progressed.
Nurses described care as differing with the dependency level of the patient and the 
setting in which the care was given. They saw care-givers as needing specific skills in 
relation to the elderly, especially a respect and liking for the old. One nurse expressed 
care in terms of helping patients to do things they could no longer do for themselves 
for instance in relation to bodily functions. Nurses did not express views on 
differences in concepts of care being held by different professions. One nurse felt that 
interpretation of care differed with the setting rather than with the professional. She 
said that some wards were more rehabilitation orientated than others and that this was 
due to the sister or charge-nurse on that ward.
The idea of care in terms of what the patient wants out of their daily life was expressed
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by both professions. One nurse saw it as:
"helping people to maintain or develop a normal life pattern - 
normal for them - normal for their life-style - within realistic goals."
A physiotherapist expressed it as:
"looking at life in terms of the patient's values - what they want to 
be able to do in their daily life, what they need to be able to do 
to achieve this and what physiotherapy intervention can help."
Questions which arose out of this issue of care included whether the differences and 
similarities in defining the concept are based on professional socialisation or 
individual experience; whether they are dependent on the setting in which the care is 
delivered; whether people conform to the concept held by key people in the setting; 
whether people with a similar concept of care are attracted to a compatible setting.
The main reason for discussing the concept of care was to question whether it mattered 
to the patient if the different professions involved in the delivery of care held 
different views of what it was they were doing. The nurses did not seem to feel there 
was a conflict, the physiotherapists said there was and that patients suffered because of 
it.
Physiotherapy in the Care of Elderly People - Physiotherapists' Views 
Physiotherapists working with elderly people expressed consistent views that the key
areas of physiotherapy intervention were:
* Stroke rehabilitation
* Other neurological problems particularly Parkinson’s disease.
* Dermatology - pressure sores, venous ulcers
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* Bandaging - Bisgaard, stump, subluxed shoulders.
* Orthopaedics - post-fracture mobilisation.
* Mobility - anything and everything associated with problems of.
* Agility and dexterity - particularly associated with arthritic problems.
* Positioning - in bed and chairs to prevent complications of immobility such 
as contractures, pressure sores, chest infections.
* Chest care - acute and chronic lung pathologies.
* Lower limb oedema - prevention and treatment.
* Pain - particularly related to musculo-skeletal disorders.
* Access - to toilets, on and off bed, in and out of chair.
* Dressing - when lack of Occupational Therapy input.
* Frozen shoulders.
* Anxiety.
* Multiple pathology - the elderly as a specific care group.
* Observation of the effect of drugs and side-effects.
Continence
When asked about their contribution to the promotion of continence, the general view 
was that this meant the treatment of stress incontinence by pelvic floor exercises and 
interferential therapy. There were several physiotherapists doing specific work in this 
field with elderly patients as well as with younger people, but this tended to be in an 
out-patient setting.
A physiotherapist working on a ward for elderly people described the task of 'taking 
the patient to the toilet’ as a chance to do functional rehabilitation. She saw it as so 
much a part of what physiotherapists did that she did not single it out as continence 
promotion. Mobility, getting in and out of a chair, balancing, turning, dressing skills 
were all things physiotherapists were trying to achieve with patients and the act of
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taking a patient to the toilet provided an opportunity for practising these skills. 
Improving the functional level of these skills was seen as the reason for taking 
someone to the toilet rather than the acquisition of these skills helping promote 
continence.
In contrast, one physiotherapist said that she never took patients to the toilet because 
once she started the nurses would expect her to do it all the time and that was all she 
would be doing. The opposite view was put by another physiotherapist who said that a 
good physiotherapist on a geriatric ward should spend most of their time "either on the 
way to the toilet, in the toilet, or on her way out - with a patient hopefully!" Other 
physiotherapists expressed the view that if they were with a patient who asked to go to 
the toilet then they would take them and use the opportunity for rehabilitative 
treatment. One physiotherapist said that having thought about it, an awful lot of what 
she did was relevant to helping patients maintain or regain continence but she thought 
of it in terms of other functional activities rather than as continence promotion.
A view expressed by several physiotherapists was that a large amount of the 
incontinence seen on the wards was not true incontinence but existed because the 
patient was denied the opportunity or help to get to the toilet. Either physical help was 
missing, the nurses were too busy, or the environment was wrong; there was poor 
access to toilets, confusing ward layouts, or "the system was loaded" against 
maintaining continence.
Pressure Sores
All the physiotherapists interviewed said that physiotherapy had a definite input into 
the prevention and treatment of venous ulcers and pressure sores. In some settings this 
caused no conflict with nursing staff, but in others it was a highly charged issue with 
"battle lines being drawn".
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When physiotherapists were asked why they felt this was an area in which they should 
be involved, those interviewed said that they had specific skills which would benefit 
patients. They had, through their training, a good knowledge of the structure of the 
skin, the possible effects of trauma, pressure, oedema, lack of sensation, and 
decreased sensitivity. One physiotherapist said that physiotherapists are trained to 
observe and re-assess and can use these skills in this area. They also had specific 
treatments to offer patients such as ultra-violet radiation, megapulse, flowtron, 
exercises - local and general - ultrasound, local massage, blue-line bandaging.
One physiotherapist commented that physiotherapy was seen as a last resort in this 
area and therefore not used effectively by doctors and nurses. Another worked in a 
setting where for at least fifteen years nurses and doctors had regularly referred 
patients with pressure sores to the physiotherapy department. It was the 
physiotherapists who were trying out new types of dressings and who regularly did the 
dressings following physiotherapy treatment. They felt they were doing this as they 
were more knowledgeable about dressings than the nursing staff and also because it 
was easier to do the dressing immediately following the physiotherapy treatment. 
Having to arrange for a nurse to be available to do the dressing was seen as a potential 
source of conflict "it's easier just to get on and do the dressing yourself, it helps the 
nurses out and anyway we're probably better at it."
Other Key Areas
A  common view expressed by the physiotherapists who had chosen to specialise in the 
care of elderly people was that this was an area in which highly skilled 
physiotherapists were essential. They had to have a sound knowledge of several areas 
which are considered as physiotherapy specialities in their own right. These included 
neurology, chest care, orthopaedics, as well as the problems associated with multiple 
pathology and the effects of ageing. This knowledge had to be regularly updated and 
an example of this was given as the 1986 Annual Conference of the Association of
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Chartered Physiotherapists with a Special Interest in Elderly People (ACPSIEP) where 
speakers included physiotherapists who were considered to be specialists in neurology, 
orthopaedics and chest care in acute settings rather than in the care of elderly people.
Teaching other staff and carers was seen as a legitimate activity by all the 
physiotherapists interviewed. They saw physiotherapists as having special knowledge 
and skills which would help other staff do their own jobs more effectively and would 
help provide continuity of care to the patient.
The areas in which physiotherapists were involved in teaching, either formally or 
informally, related mainly to lifting and transferring techniques, handling and 
positioning patients - particularly stroke patients, the correct use of walking aids, and 
ways to support patients when walking. The staff who were the recipients of this 
teaching included qualified nurses, student nurses, nursing auxiliaries, domestic staff 
and porters.
The question was raised during the interviews of whether physiotherapists should 
'hand over' more of their skills to nurses. Some nurses took the view that as they were 
the profession that provided 24 hour care, 365 days a year, they should be the ones 
who did rehabilitation, rather than a profession that works nine to five, Monday to 
Friday.
While welcoming the acceptance of the idea that rehabilitation is a 24 hour a day 
process rather than something that happens in the physiotherapy department, the 
physiotherapists interviewed were waiy of handing over their specialist skills to 
nurses. In certain areas, such as lifting and handling, they felt it was essential for 
nurses to know to to cany out correct techniques. They felt however that in general 
these areas were adequately covered with most hospitals having formal input by 
physiotherapists into nurse training.
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As far as other areas were concerned, it was felt that nurses did not have the theoretical 
background to enable them to do those rehabilitative techniques that were 
physiotherapy. If nurses were taught certain procedures they would become 
technicians in carrying them out rather than skilled professionals, and such procedures 
may well be incorrectly or inappropriately applied.
Where staffing levels were good, the view was generally held that physiotherapy 
should be left to physiotherapists, and nurses should stick to nursing. However, where 
the physiotherapy establishment was very low, there was more readiness on the part of 
the physiotherapists to ensure that someone carried out treatments when they were not 
there. On these wards nurses were taught postural drainage, clapping and vibration 
techniques, and also how to use the vapazone machine to treat pressure sores. These 
procedures were taught in relation to specific patients and use made of visual aids such 
as charts on the locker or bed, to ensure that only safe and appropriate procedures 
were applied to that patient. This was described by one physiotherapist as the 
physiotherapists prescribing the care, teaching the nurses the necessaiy skills and then 
leaving the nurses to cany out the treatment when the physiotherapist was not 
available. This reflected the view expressed by those physiotherapists reluctant to 
teach nurses physiotherapy skills that by doing so they would be turning nurses into 
technicians. The concern that incorrect or inappropriate procedures would be used 
could be countered by adequate teaching, liaison and checking by the physiotherapist.
Nurses' Views
The views of the nurses interviewed of what physiotherapy was and what it had to 
offer the elderly patient were very limited compared to those of the physiotherapists. 
They appeared to reflect personal experiences of the nurses rather than any formal 
teaching they had received on the role of other professionals.
One senior nurse with wide experience of working in a variety of settings had until
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very recently only seen physiotherapists "teaching leg exercises, coughing and 
spitting". She therefore only thought of physiotherapy in those terms. Other views of 
what physiotherapists did included "orthopaedics" "physiotherapists walk people" 
"physiotherapists are the ones who mobilise people post-operatively or post trauma".
When the question of other interventions was raised, such as pressure sore 
management or promotion of continence, the consensus was that this was not 
physiotherapy except when nurses had had personal experience of seeing 
physiotherapists involved in those areas.
"Pressure sores are nursing business, nothing to do with 
physiotherapists. Nurses are quite capable of treating them."
"Ulcers and pressure sores are treated by the dermatologist and 
nurses. There's no need for physiotherapists. They would have 
nothing to offer."
"... never thought of physiotherapists being involved in continence 
promotion."
"What has physiotherapy got to do with incontinence?"
One nurse who had worked closely with physiotherapists said that as a nurse her 
concern was for the patient. As long as the patient benefited it didn't matter who did 
what. She considered pressure sores to be: "so awful that it doesn't matter who is 
involved in their treatment so long as they heal". This attitude was interpreted in two 
ways by other nurses. One saw it as a "very mature approach". Others saw it as a 
betrayal of nursing and one said that any nurse that felt she needed a physiotherapist 
to help her must be "a very poor nurse indeed".
The attitude of nurses to physiotherapists as people rather than to physiotherapy as a 
profession was again based on personal experience, and on the whole was negative. 
One nurse said her attitude had been formed very early on during her training. As a
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student nurse she was aware of physiotherapists being on the ward but never 
communicated with them. She had no idea how they were organised or how they "got 
their patients". She saw them as a nuisance because "they always arrived on the ward 
when all the real work was done and untidied everything". Even though she now saw 
physiotherapists as having a valid role and said she understood more of what they did, 
she felt that her attitude had not changed and she still resented physiotherapists on the 
ward. This same nurse commented that student nurses had more contact and better 
relations with junior medical staff than physiotherapists. They laughed and joked with 
doctors, but never spoke to physiotherapists. There was apparently no social contact 
with them either. Two nurses who had worked closely with physiotherapists saw them 
as part of the ward team. One said that physiotherapists were "part of the ward team 
that planned care". The other said she saw the physiotherapist on her ward as 
"someone who can offer different skills to the team, someone else to call on". A 
different view was expressed by one experienced nurse who said that she had only ever 
once seen a physiotherapist on a ward round and it had struck her that this was the first 
and only time she had seen a physiotherapist contributing to planning care for a 
patient. This was to her so unusual that it had stuck in her mind.
One nurse spoke of the very poor relations between nurses and physiotherapists and 
for the need to improve the situation. She said that physiotherapists were "taught 
that they were better than anyone else and weren't afraid to say so." She said that 
physiotherapists were very derogatory about nurses and their role and skills. As they 
were very vocal about how they felt, nurses' opinions of physiotherapists deteriorated. 
This was echoed by another nurse who said that relationships would not improve "until 
physiotherapists started treating nurses as equals".
The view that physiotherapists were "out of touch with real life" was expressed in two 
contexts. One nurse spoke of the way physiotherapists (and occupational therapists) 
got patients to do things in totally unrealistic settings in hospital rather than in the
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patient's own home. She felt this was a complete waste of time and indicated that her 
whole view of the remedial professions was based on this concept of their lack of 
awareness of the real world. The other way in which physiotherapists were seen to be 
out of touch with reality was expressed when a nurse offered to describe a typical 
physiotherapist. She said they were:
"female, middle-class, nice, completely unaware of poverty, 
social deprivation or different life-styles, totally unable to 
communicate with patients, very confident."
In relation to this last point, she queried whether there was anything behind this air of 
confidence. She suspected that it was taught along with massage and was ill-founded.
Physiotherapists were seen as being very directive in their approach to patients. One 
nurse described them as bullying patients. Another said that physiotherapists had to be 
directive in order to get results. They had to get patients to do things whereas nurses 
did not.
One nurse involved in pre and post registration teaching said that physiotherapists 
were a lot more knowledgeable than nurses in certain areas, but probably didn't realise 
how little nurses were taught in their basic training. This could lead to resentment by 
the nurses and be interpreted as physiotherapists being superior and stuck up.
Another nurse in post-graduate teaching had recently been closely involved with 
physiotherapists in running courses both for nurses and for physiotherapists. She said 
her growing awareness of what physiotherapy involved was due to personal contact 
with physiotherapists who were interested in certain areas. Her respect for these 
individuals had raised her level of understanding of their profession.
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Interviews with nurses over how they felt about physiotherapists were veiy easy to 
initiate. Even when nurses had little experience of working with physiotherapists or 
little knowledge of what they did was they expressed veiy strong views about what 
they thought of physiotherapists. No-one appeared reluctant to voice their opinions, 
often at great length and with great feeling.
One incident occurred when the interviewer was introduced as a physiotherapist to a 
nursing officer who walked into the office by chance. This informal introduction 
immediately provoked lengthy and derogatory comments on what the nursing officer 
felt about therapists in general. It appeared that most of the nurses interviewed held 
strong views about physiotherapists and were only waiting for the opportunity to voice 
them.
Nursing and Care of Elderly People 
Physiotherapists' Views
The physiotherapists working with elderly people had all had experience of working 
in other settings. Their view of nurses was specific to the setting in which they were 
working. Generally they had low opinions of the skills of the nurses working with the 
elderly. However, when asked if these views applied to all nurses they said no - many 
nurses in other specialities such as intensive care, paediatrics, obstetrics, were highly 
skilled. It was felt that these nurses had chosen to specialise and had probably 
done further training. Nurses working with the elderly on the other hand, were seen 
to be there because "it's a job" , "it's convenient", "the jobs are there" , rather than 
from a positive choice. The following views should therefore be seen as being 
applicable only to those nurses working with the elderly in the settings in which the 
views of the physiotherapists were sought, rather than generalisations about all nurses.
Physiotherapists saw themselves as being much more highly skilled than nurses. All
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agreed that skilled nurses were not generally attracted to geriatric nursing. Two said 
that physiotherapists were brighter than nurses, and that this was resented by nurses. 
One physiotherapist pointed out that there was a wide range of academic ability 
coming into nursing with some nurses having no O-levels while some had degrees, in 
contrast to physiotherapy students who all had A-levels.
Physiotherapy training was regarded as better than nurse training. Nurses were 
considered to be less equipped to observe, assess, re-assess and communicate. One 
physiotherapist expressed this as nurses' inability or unwillingness to "pick things up 
from the patient and take them on board". It was felt that nurses were reluctant to 
do things that were not part of their job, whereas physiotherapists would follow things 
through and see that something was done about an issue that was worrying a 
patient.
Physiotherapists said that they were used to working on their own, taking 
responsibility and making decisions. Nurses on the other hand were seen as being 
unwilling to make decisions or take responsibility in case they were stepping out of 
line. This was seen to be due to their training and the hierarchical structure in which 
they worked. Nurses were described as task-orientated rather than patient-orientated. 
Even where primary nursing was being used as a nursing model physiotherapists felt 
that the actual delivery of care - often by unskilled nursing auxiliaries - was poor.
They felt that nurses were rushing around getting things done rather than spending 
time with the patients. They appreciated the amount of work the nurses had to get 
through and accepted that most nurses were basically caring, but felt standards of care 
were low. Nurses were described as harassed, caring but poorly trained for the job, 
and resistant to change. One physiotherapist said she felt few of the nurses were 
working with elderly people out of choice but because: “it's on their bus route, there 
are jobs available and to a certain extent they can choose their hours".
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On one ward where much intense rehabilitation work was done and there was therefore 
a lot of physiotherapy and occupational therapy input the physiotherapist quoted 
nurses as saying they disliked working on the ward because "there's no nursing here" 
fit's  not what I trained to do" , "the patients aren't sick - they don't need nurses".
The physiotherapist interpreted these remarks as being indicative of the 
incompatibility of nurses and rehabilitation.
The two professions involved in these interviews do not appear to have a high regard 
for each other, either as professions or as individuals. Both sides held strong views 
about the other’s inadequacies and were veiy vocal about them. The interviewer was 
know to all those interviewed to be a physiotherapist and that may have influenced 
what was said - although it did not appear to have tempered what nurses reported they 
felt about physiotherapists.
Professional Boundaries
The issue of professional boundaries and overlapping areas of intervention emerged 
from the interviews as being very clearly tied up in the minds of nurses with the 
development of nursing as a profession.
A lot of the nurses interviewed saw nurses as having to either "hang on to certain 
areas" or even "grab back those skills we have given away”. There was a growing 
awareness of the need to establish certain skills that were true nursing skills and 
develop areas in which nursing was paramount. Conflict arose in the nurses' 
experience when physiotherapists claimed expertise in those areas. Only one nurse 
said she welcomed physiotherapy intervention in treatment, as collaboration between 
the two professions could only benefit the patient. In contrast to this, one nurse said 
that she had been severely reprimanded by her ward sister for asking advice from a 
physiotherapist. She said she had been told that if she was unsure about what to do 
she should look in the procedure book or ask another nurse. She was told: "never ask
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a physiotherapist - it makes us look as if we don't know".
On the question of whether nursing was a profession, various views were aired. One 
nurse said it was developing into a profession but still had a long way to go. Nurses 
had been seen as subservient to doctors, their handmaidens, for so long that it would 
take time to change perceptions. Nurses were busy identifying nursing as oppose to 
medical priorities and trying to establish a professional base. She saw conflict as 
inevitable because physiotherapists were seen as a threat to nurses in those areas that 
nurses were trying to establish for themselves.
Another nurse said poor relationships were inevitable because nurses were re-defining 
their role. Specifically, nurses were taking on the concept of patient advocacy. She 
said physiotherapists were also extending their roles - she felt into non-relevant fields. 
However she said that as she had little concept of what physiotherapy actually was 
she shouldn’t judge this. Roles were overlapping more and more, lots of changes were 
occurring, new ideas were developing and this was bound to lead to conflict. She said 
that physiotherapists were veiy critical of nurses and not very tactful. The criticism 
was what was remembered at the end of the day. In her view, personalities had a lot 
to do with it. On the question of nursing as a profession, one view expressed was 
that nursing should not strive to become a true profession:
"The true professional such as a doctor, puts himself first and
the patient second. Nurses would lose something if they
became thrusting and dynamic. We would be putting ourselves first.’’
However, this nurse felt that on true nursing issues the nurse must put the patient’s 
interests first and this may mean entering into conflict with the doctor. She saw the 
nurse as having a clear role as the patient's advocate.
Physiotherapists saw themselves as having a lot more professional autonomy than
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nurses and therefore being much closer to achieving true professional status. They 
felt this was resented by nurses, particularly physiotherapists' readiness to question the 
management of a patient. Physiotherapists were often seen by nurses as acting out of 
turn if they queried a doctor's orders or spoke up on a ward round. Physiotherapists 
however saw this as good physiotherapy and said it was part of their job not to accept 
everything the doctor said.
One physiotherapist said that physiotherapy was definitely a profession, but nursing
was not. This was because;
"  nurses don't act like professionals. They lack awareness
of patient dignity. They lack foresight."
This was, on questioning, narrowed down to nurses in a particular setting, but had 
coloured this physiotherapist’s perception of nursing generally.
Primary Nursing
The issue of primary nursing was raised as a potential source of conflict by two nurses. 
One nurse saw primary nursing as the way forward in developing nursing status, 
particularly in geriatric nursing. She described it as giving control over prescribing 
care totally to the nurse who could therefore decide whether and when to call in 
physiotherapists and occupational therapists.
One physiotherapist saw the attempt by nurses to gain status through primary nursing 
as a reaction to their loss of status under the new management structures in that 
health authority. She said that in another health authority where nurses had high status 
and sat on senior management teams they did not feel threatened by other 
professionals and therefore there was less conflict.
A general manager closely involved in the issues arising out of primary nursing
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explained the conflict as originating in a misconception of primary nursing. Primary 
nursing was, in her view, a way of organising nursing care, but did not give nurses any 
say in prescribing non-nursing care. She saw the roles of key worker and primary 
nurse as veiy different. The primary nurse was responsible for ordering nursing care. 
The key worker was responsible for co-ordinating total patient care. Unfortunately she 
felt that the two roles had become merged in nurses' minds and this had led to 
conflict. She said that for the system to work to the patients' benefit a lot of hard 
work, confidence and maturity was needed.
"We need very grown-up nurses and physiotherapists."
4.2 Observations from Stage 2 interviews.
What nurses think physiotherapists do
There were three areas of intervention which all the nurses interviewed mentioned 
when asked what physiotherapists working with elderly people in hospital did. One of 
these, and usually the first to be mentioned, was that physiotherapists had an input into 
mobility. The second area was teaching handling and lifting, and the third was 
rehabilitation.
Improve Mobility
Improving mobility appeared to be the area of physiotherapy most valued by nurses. 
The nurses discussed mobility in terms of improving or maintaining a patient's ability 
to walk, to get in and out of a bed, and in and out of a chair. They commonly linked 
this with specific conditions such as stroke or arthritis. Several also mentioned 
mobility as a means of preventing pressure sores and leg ulcers. As mentioned in the 
section on incontinence, two nurses linked mobility with continence and valued the 
potential contribution of physiotherapy to the prevention or treatment of incontinence, 
although they mentioned that the physiotherapists did not appear to give this priority 
over other treatments.
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Handling and lifting
The teaching of handling and lifting skills was also mentioned by all the nurses as a 
valuable part of physiotherapy. They spoke about their own need as carers to know the 
best way to lift patients and avoid back or neck injuries. Some of them also mentioned 
the benefit to the patients of being lifted and handled correctly. For instance they 
recognised the problems of dragging a patient up the bed and causing damage to the 
skin.
The handling and lifting training that the nurses had received from physiotherapists 
had taken two forms. All of them had at some stage been on a course where there had 
been input from physiotherapists on handling and lifting. Many of them had also 
received advice on how to lift particular patients on the ward. This had usually been 
the result of the nurse approaching the physiotherapists and asking for advice. Only 
one nurse had ever been rebuffed by a physiotherapist and this was interpreted more as 
a personality problem with that particular individual rather than as an inappropriate 
request by the nurse.
Rehabilitation
The third area mentioned by all the nurses when discussing physiotherapy was 
rehabilitation. The nurses found it very difficult to be specific about what they meant 
by rehabilitation. Some of them linked it with getting the patients independent, being 
able to return home, or getting them moving again. However, they had difficulty 
verbalising just what physiotherapists did to achieve rehabilitation.
Most of the nurses mentioned the treatment of pressure sores as part of what 
physiotherapists did. Their knowledge about what was involved in this treatment is 
reported in the section on pressure sores.
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What physiotherapists think physiotherapists do
The physiotherapists interviewed at this stage of the study were less clear about what 
they actually did than were the nurses with whom they worked. They all mentioned 
improving patients' mobility and increasing their independence, but were reluctant, or 
unable, to expand on how they actually did these things.
One of the physiotherapists at Hospital W described two approaches to physiotherapy 
with elderly people. One was group activities - what she described as playing games. 
The other was what she said she did herself which was treating elderly patients like 
any other patients. She said she tried to make the treatments more geared to the 
functional requirements of the person, but otherwise physiotherapy with elderly 
people was the same as any physiotherapy.
Other physiotherapists mentioned maximising the potential of the individual, making 
the best of whatever abilities the person had, trying to get the person back to a similar 
life-style. When questioned more closely about how they achieved these objectives 
the physiotherapists were again unable or unwilling to be specific about what they did. 
The most junior physiotherapist interviewed, who had only been qualified a few 
weeks, was the most specific about what she spent her time doing. She listed her work 
as chest care, particularly with the onset of winter, mobilising patients and getting 
them to walk, encouraging patients to do things for themselves, communicating with 
patients because physiotherapists had more time than the nurses, advising nurses on 
lifting and handling, particularly stroke patients, treating pressure sores and leg ulcers, 
and caring for the whole person.
When asked what aspects of their job could not be done by other members of the 
rehabilitation team, the physiotherapists had difficulty in listing any. They 
distinguished between those things they would do better than other members but could 
still be done, such as lifting, mobilising, pressure area care, and a veiy limited area
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which no-one else could do - electrotherapy. They explained that legally no-one else 
was insured to cany out electrical treatments such as infra-red radiation and therefore 
that was something that could be clearly identified as physiotherapy. Most of the rest 
of their work was described as a grey area, or areas of overlap in which other 
disciplines had input and they as physiotherapists could not claim to be the only 
experts.
Physiotherapy and Incontinence 
Nurses' Views
Most of the nurses interviewed mentioned physiotherapy input in the prevention and 
treatment of stress incontinence, but their depth of knowledge varied. Most 
mentioned pelvic floor exercises either by name or by description as a way of 
preventing the leakage of urine when coughing or jumping. Some of the nurses also 
knew there were electrical treatments available to physiotherapists, and related these 
to the prevention and treatment of stress incontinence. One nurse had personal 
experience of interferential therapy as she had been referred by a gynaecologist to a 
physiotherapy department for the treatment of stress incontinence. She could not 
name the modality as interferential but gave an accurate description of the machine 
and its effect. She claimed it had worked in her case, but could not see any application 
for this intervention by a physiotherapist on wards for elderly people.
One nursing auxiliary said that there was nothing physical that could be done for 
incontinence. It was up to the patients themselves whether they wanted to be continent 
or not. She said that motivation was more important than physical treatment.
The two most senior and experienced nurses at Hospital W showed a greater 
knowledge of possible physiotherapy interventions in incontinence than any of the 
other nurses. As well as knowing about pelvic floor exercises and at least one 
electrical modality, they both discussed at length physiotherapy input into mobility and
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the physical ability of the patient to maintain continence which they saw as a highly 
complex skill. One of these nurses had attended a locally organised continence course 
which had given this nurse greater insight into aspects of physiotherapy intervention 
other than for stress incontinence.
The other nurse had shown an interest in incontinence when working with a 
physiotherapist in a previous post and had acquired a lot of knowledge about the 
physiotherapy treatment of different types of incontinence. This included an 
awareness of the role of physiotherapy in increasing and maintaining mobility and in 
helping the patient to physically manage all the procedures involved in going to the 
toilet, such as maintaining balance while coping with clothing. These two nurses were 
very keen to see the physiotherapists at this hospital more involved in continence 
promotion and regretted the lack of input from the physiotherapists which they 
explained in terms of lack of time rather than lack of interest.
Physiotherapists' Views
All the physiotherapists interviewed expressed the view that physiotherapy had a role 
to play in the prevention and treatment of stress incontinence. They all stated that 
physiotherapists were the experts in teaching pelvic floor exercises - either directly to 
patients or through a nurse or midwife. None of them however related this to an older 
age group. They all associated stress incontinence and its prevention and treatment 
with young and middle-aged women rather than with elderly women.
All the physiotherapists mentioned the use of two modalities of electrical treatment for 
stress incontinence - interferential and vaginal faradism. Many of them had used 
interferential therapy in previous posts with a younger age group. Those who had 
used it with older women said it was more appropriate than either vaginal faradism 
or pelvic floor exercises as these were specifically used for the treatment of stress 
incontinence. However, none of them could explain what effect they were trying to
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achieve by using interferential, or what type of incontinence they were treating if it 
were not stress incontinence. They had picked up, either from the literature or from 
discussions with colleagues that there was a place for interferential in the treatment of 
other sorts of incontinence, but were unclear how or why it should work. They seemed 
prepared to used it on a 'try it and see' basis rather than because they had any great 
commitment to it as a treatment for incontinence.
Two of the physiotherapists mentioned the part their input into increasing mobility 
played in maintaining continence. They both mentioned this in passing as being so 
obvious as hardly to need including. Only when encouraged did they expand on how 
they saw a physiotherapist's input into general mobility and agility as affecting 
continence. They did not see this role in the same way as the specific treatment 
available for stress incontinence. Increasing mobility was veiy much a part of their 
total work and they did not relate it particularly to continence promotion, but rather to 
general functional ability.
Physiotherapy and Pressure Sores 
Nurses' Views
Most of the nurses were aware that physiotherapists used electrical machines to help in 
the healing of pressure sores. Their knowledge of what these machines were or what 
they did was variable. Some knew little more than that the physiotherapist came onto 
the ward with a machine and used it on pressure sores. Some could name one or two 
modalities. In Hospital W these were Megapulse and Ultra-violet radiation; in 
hospital N Vapazone and Ultra-violet radiation. None of the nurses knew what these 
machines did.
Several of the nurses mentioned the role physiotherapists played in maintaining 
mobility to prevent pressure sores. One mentioned encouraging paraplegic patients to 
lift themselves regularly in the wheelchair to prevent sores developing; another
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explained the importance of correct handling and lifting of patients to avoid friction 
on a patient's skin when they were being lifted up the bed. It was seen by this nurse as 
appropriate for the physiotherapist to teach nurses how to lift patients correctly and 
thereby avoid pressure sores.
Only one nurse said she knew that physiotherapists also treated leg ulcers. She knew 
that they used the same electrical treatments as for pressure sores and also that they 
gave advice on positioning of the legs, general mobility and specific exercises for both 
the prevention and treatment of leg ulcers.
Physiotherapists' Views
All the physiotherapists interviewed indicated a clear acceptance that physiotherapy 
had a role to play in the prevention and treatment of pressure sores. They all 
concentrated on electrical treatments. The modalities mentioned were Ultra-violet 
radiation (UVR), Infra-red radiation (IRR), Pulsed Short-wave, Ionozone (Vapazone), 
and Ultrasound. They explained their choice of modality by its effect. They claimed 
that high doses of UVR and Ionozone desloughed the sore and thereby aided healing. 
Low doses of UVR, pulsed short-wave, IRR, ionozone and ultrasound improved 
circulation. When questioned more closely about the healing processes involved, or 
doses for these modalities, the physiotherapists cited knowledge gained from 
colleagues - either informally or on a course, or learnt during training. None cited 
literature or research reports, but some mentioned manufacturers' information supplied 
with machines as a source of information about dosage and effect. They all claimed 
good results for their favourite piece of equipment which varied from physiotherapist 
to physiotherapist. Some machines were claimed to be more effective than others at 
particular stages of sore formation or healing. However, there was no consensus on 
their use.
The physiotherapists were aware that the treatment of pressure sores was an area
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where they had to work closely with nursing staff. Local arrangements varied over 
who did the dressings. Some physiotherapists did them at the end of a treatment when 
this had necessitated the removal of the dressing. These dressings were done to make 
things easier for the nursing staff and because the physiotherapist felt able to do these 
well, rather than because they saw dressing procedures as part of physiotherapy.
Other physiotherapists favoured modalities such as pulsed short-wave and ultrasound 
which did not necessitate removing the dressing from the wound. This avoided any 
possible conflict with the nurses over doing dressings which some nurses were 
apparently reluctant to allow physiotherapists to do.
The prevention of pressure sores was seen as a problematic area by the 
physiotherapists. They all mentioned prevention as a legitimate part of their job, but 
one they did not find easy to do. The overlap with the nursing staff was mentioned 
here by most of them. They saw their role in prevention mainly as an advisory one to 
the nurses in correct positioning and lifting techniques, and in the importance of 
relieving pressure areas by the correct use of equipment such as sheepskins. However, 
some physiotherapists expressed a wariness of intruding into an area which might be 
seen by nurses as theirs - that is an area of nursing rather than physiotherapy expertise.
Improving and maintaining mobility both in and out of bed was mentioned as an 
important part of physiotherapy's role in the prevention of pressure sores, as was 
knowing about the effect of neurological deficits such as sensory loss on the potential 
for pressure sore formation. This was seen as an area in which physiotherapists had 
expertise to offer but was under-used by nursing staff due to lack of understanding.
All the physiotherapists said that they had treated leg ulcers. They used the same 
modalities as for the treatment of pressure sores and explained the use of these 
modalities in the same way. They did not differentiate in their management of these
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two types of wounds, apart from including specific exercises (Burgher's exercises) in 
the prevention and treatment of leg ulcers.
Relationships between Nurses and Physiotherapists
The process of negotiating access to the two settings in which it was intended to cany 
out the main data collection was an extremely valuable part of the study. The original 
assumption was that Hospital W would be difficult to access because relationships 
were acknowledged to be poor and as the researcher was a physiotherapist the nurses 
in particular would be reluctant to participate in the study. Hospital N on the other 
hand had a reputation for having extremely good relationships between the two 
disciplines and it was therefore assumed that less resistance would be met when 
negotiating access.
However, it soon became apparent that Hospital W was veiy willing to be part of the 
research project. It appeared that because it was widely known that there were 
problems at this hospital, which was going through a period of great change, the 
managers of both the nurses and physiotherapists did not feel the need to pretend 
otherwise. They did not feel threatened by the idea of a researcher uncovering things 
they would rather have kept hidden. It may well have been also that no-one wanted to 
be seen to be blocking the research, but the level of cooperation seemed to indicate that 
there was a genuine commitment to facilitate the study.
At Hospital N however, what appeared to be good relationships between the nursing 
and physiotherapy professions were soon revealed to be a front - erected and 
sustained by both sides - for extremely poor relationships. Both the nursing and 
physiotherapy managers pointed the researcher firmly in the direction of a particular 
ward as being a suitable site for data collection as the relationships there were so good. 
It was stated that the senior physiotherapist and the ward sister, while both being 
strong characters and having their disagreements, got on extremely well. This
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description was repeated again by both the physiotherapist and the sister concerned 
who both expressed great interest in the study and a willingness to participate. They 
were both given ample opportunity to withdraw gracefully from the study at several 
stages but both insisted they wanted to take part. The negotiations over the data 
collection process went on over a long period with many delays, but these appeared to 
be similar delays to those experienced at Hospital W where in the end data 
collection did begin. However, on the day that the completion of the diary sheets was 
finally due to begin the researcher arrived at the hospital to be met by a distraught 
physiotherapist who explained that the sister on the ward had left a message to say that 
she did not want to take part in the study after all. No explanation was offered as to 
why she had changed her mind, or why she had left it to this late stage to withdraw.
This incident led to the physiotherapist admitting that relationships with this sister 
were in fact very difficult indeed. She claimed that she spent most of her time and 
energy not treating patients but ensuring that the ward sister and her staff were not 
upset by anything the physiotherapists did. She said that the reason she worked on this 
particular ward and did not allow any of the more junior staff to work there was 
because things were so difficult with the sister. An experienced out-patient 
physiotherapist, she contrasted working in out-patients where there was only the 
patient to worry about, with working on a ward such as this where most of her working 
day was directed not towards patients but towards keeping the nurses happy.
It appeared from this and subsequent conversations that this physiotherapist and the 
ward sister were colluding in presenting a picture to everyone else of an extremely 
good working relationship, while in fact not working together at all well. The extent to 
which they were successful can be seen in the fact that the researcher was directed 
firmly to this ward when it was known that the study was focusing on nurse- 
physiotherapy relationships. It would be feasible to think that one individual manager 
might suspect that things were not as they seemed and want the researcher to
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investigate the situation. However, whenever Hospital N was mentioned as a possible 
site for data collection this ward was picked out as a particularly good example of 
excellent multi-disciplinary working.
One of the contrasts in the physiotherapy services at the two hospitals was the 
involvement of the physiotherapists on the wards. At Hospital W the physiotherapy 
department was situated away from the ward area and patients were taken off the ward 
for some of their treatment. This was mentioned by several of the nurses as a 
disadvantage as they would have liked to know more of what went on when their 
patients were having physiotherapy treatment. They knew they could always ask to 
visit the department and watch the treatments, but said it was not always convenient 
and meant making a definite decision to take time away from the ward to do so.
At Hospital N there was a large treatment room which geographically was part of the 
ward. Although it had never been used as a patient day-room it occupied the same 
space as the day room did on the adjacent wards. What would have been a four- 
bedded bay was used as the day room instead on this particular ward. This meant that 
the patients' physiotherapy treatment took place on the ward and not separate from it. 
This had been negotiated by the physiotherapy manager and the consultant physician 
when the hospital had first opened and was felt to be an acknowledgement of the value 
placed on integrated physiotherapy treatment. Nursing staff were able to pop in and 
out of the treatment room at will to observe what was going on, to administer 
medication, to pass on messages to patients, or to discuss things with the 
physiotherapists. It appeared on the surface that everyone valued this easy access and 
that the advantages of having this room on the ward were accepted by everyone.
On arriving one day to conduct an interview, the researcher found the senior 
physiotherapist extremely distressed and the interview was postponed. The reason for 
the distress was that the consultant physician on the ward had just informed the
129
physiotherapist that the treatment room was going to become the day room for the 
ward so that there would be another four beds put into the existing day room. The 
reason given for this was that with the onset of winter more acute beds would be 
needed to deal with acute chest complaints.
The senior physiotherapist said that there were more complex reasons behind this 
decision and felt that it was a move by nursing staff to get physiotherapists off the 
ward. When she asked where patients would go to be treated she was told that there 
was plenty of room in the out-patient department and that a portering service could be 
provided. This concept of a physiotherapy service in a separate part of the hospital 
was veiy different to the model described by the physiotherapist as being necessary for 
the rehabilitation of elderly people. When asked why this move to turn the treatment 
room into a day room had happened now when it had been talked about off and on for 
fifteen years without it ever happening, the physiotherapist said that the most 
significant factor as far as she was concerned was that the new unit manager was a 
nurse and was therefore more inclined to listen to the nurses' point of view and ignore 
what the physiotherapists wanted, (see Appendix B for field notes of this visit).
4.3 Discussion
Three main issues emerged during the analysis of the findings. The first is that neither 
physiotherapists or nurses have a clear image of physiotherapy. The fact that nurses 
do not understand what physiotherapy is was not a surprise to the researcher; the fact 
that physiotherapists do not appear to know what they do was. The second major 
finding was the extent of the poor relationship between the two professions. Two 
settings were chosen on the basis that one was an example of poor relationships and 
one was an example of good. The findings showed that even where a lot of effort is 
put into making it appear that relationships are good they are in fact problematic. The 
third issue is that of the models of care used by the different individuals involved in 
delivering health care to elderly people in hospital.
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Physiotherapy Practice
The extent to which the physiotherapists were unable or unwilling to describe their 
practice was surprising. One explanation is that as the researcher was a 
physiotherapist they felt that it was obvious what they meant by words such as 
rehabilitation. It may have been that they felt anxious that they would not say the 
right things if they went into too much detail and so left it to words that could be 
interpreted in many ways. However, this was not the impression that was gained 
during the interviews. The physiotherapists seemed genuinely unable to describe their 
practice. The only one who seemed able or willing to expand on what she did was a 
newly qualified junior physiotherapist who described her job in a fairly mechanistic 
way.
The only thing that was mentioned as definitely being physiotherapy and something 
that no-one else was allowed to do was electrotherapy. This area of physiotherapy 
seemed to be used as a fall-back position when physiotherapists were pressed to 
describe what was unique to physiotherapy. This does not give the impression of a 
profession that has a clear professional identity. These physiotherapists had problems 
describing what it was they did that no-one else could do. It could well be that this is 
limited to the area of care of the elderly and that physiotherapists working in other 
specialities or settings have a clearer understanding and can be more articulate about 
what they do. In care of the elderly however the physiotherapists interviewed found it 
difficult to explain their role.
The fact that nurses had trouble describing what physiotherapists did is not surprising 
given the problems physiotherapists had in describing what they do. The limitation of 
their knowledge to that acquired from personal experience is mirrored elsewhere in the 
health service as there is little formal education about the role of other health care 
workers during professional training for all disciplines. It supports one of the original 
reasons for undertaking this study - the belief that nurses know little about what
131
physiotherapy has to offer elderly patients.
Professional Relationships
The discovery that relationships between nursing and physiotherapy staff on the ward 
at hospital N were so bad was a shock. This ward had been recommended by 
colleagues, managers, physiotherapy teachers, and medical staff as a shining example 
of good practice in multi-disciplinary working. The depth of bad feeling and the 
extent and success of the cover-up was clear once the barrier had been broken. The 
fact that no data collection through the diary sheets was ever carried out was not an 
issue in the end. It seemed that having to put into action the multi- disciplinary 
working that was talked about so freely was too much of a charade and led to a 
withdrawal from the study of the nursing sister. While she offered no explanation as to 
why she was not prepared to cooperate, and it could be that there were other sound 
reasons why it was not feasible to carry out the data collection, the withdrawal of her 
cooperation led to a breakthrough in the acknowledgment by the physiotherapist that 
all was not as it seemed.
It would appear from the limited extent of the study that relationships between nurses 
and physiotherapists can be problematic even where a lot of effort is put into making it 
appear that everyone works together very well. Indeed, it may be that the effort that is 
put into keeping up the appearance of good relationships prevents the real issues being 
tackled. At Hospital W, where the poor relationships were acknowledged and 
accepted by everyone, the two professions seemed to find ways of working towards 
improving these relationships. The managers of both nurses and physiotherapists at 
Hospital W said independently of each other that there was no doubt that things were 
improving and that the tensions that had been evident two years before the study was 
undertaken seemed to be dissipating.
At Hospital N, where it was difficult for the staff involved to admit to problems over
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multi-disciplinary working, relationships were deteriorating. This was evident in the 
ward selected for data collection being in effect a no-go area for junior physiotherapy 
staff, in the ultimate refusal of the ward sister to be involved in the study, and in 
the decision to turn the physiotherapy treatment room into the patients' day room 
thereby effectively removing physiotherapy from the ward.
Models of Care
The third issue that emerged from the data is that different professionals deliver care 
to the same patient, in the same setting, with the same ultimate objective, but using 
different models of care.
At Hospital W the nurses had spent two years examining their own practice and 
moving over to what they described as a wholistic model of nursing. They had 
adopted the system of primary nursing which involved clearly identifying the nurse 
responsible for each individual patient and making the care-giving totally patient- 
centred. All the nurses employed on this ward had had to think through the issues 
involved in this type of care-giving and they were all committed to it as the most 
beneficial way of nursing elderly people. The physiotherapists however had not been 
included in any of the strategies used by the nurses to resolve problems associated with 
the change to primary nursing.
No-one appears to have acknowledged that by changing the way nurses were nursing 
they were also changing the way an effective physiotherapy service could be 
delivered. Nurses on this ward were delivering care within a model that was 
understood and accepted by all the nursing staff on that ward. The beliefs inherent in 
the model had been clearly identified and much time and effort had gone into ensuring 
that those beliefs were common to all the nursing staff. No-one appeared to have 
involved physiotherapists or other therapy staff in the process of defining and 
agreeing a common model and yet it was expected that they would be able to adapt
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their ways of working to accommodate major change.
There were long-standing problems at this hospital over the delivery of the 
physiotherapy service. As well as providing a service to the wards the 
physiotherapists also ran a busy out-patient department. The superintendent 
physiotherapist was seen as very out-patient orientated and as putting the wards low 
on her list of priorities. The superintendent physiotherapist herself said she saw no 
difference between elderly patients and anyone else and said that she aimed to 
provide the best physiotherapy treatment possible for the condition, irrespective of the 
age of the patient. This statement, made by the physiotherapist as an indication of 
a high quality service, was the pointer towards examining the models of care that 
physiotherapists were using in their practice.
This individual identified her main expertise as an out-patient physiotherapist and 
remarks over treating conditions irrespective of age, and treating elderly patients just 
like anyone else, indicated an adherence to a medical model of care. She talked about 
treating conditions rather than people and about physiotherapy as something that was 
done to patients to cure them. There was therefore a difference in the model aspired to 
by the nursing staff with its mentions of holism and humanism, and that used by the 
physiotherapist working on the ward.
One of the very interesting manifestations of the conflict between the two different 
models was the issue of uniforms. As part of the change to primary nursing the 
nursing staff had agreed to move out of uniforms and to wear their own clothes 
(mufti). This is an integral part of primary nursing and is intended to break down the 
barriers between professionals and patients and allow a more equitable relationship to 
evolve. The physiotherapists and occupational therapists were expected to come out of 
uniform as well but this move met massive resistance from the physiotherapists. Many 
different reasons were given as to why it was not appropriate for them to wear
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their own clothes - mainly related to the belief that it was a denial of their professional 
status. As a single issue it caused more upset, as it allowed the physiotherapists 
opposition to the concepts of primary nursing to be vocalised, than any other issue 
related to the changes on the ward. It was seen by the nursing staff as indicative of 
physiotherapists' unwillingness or inability to change or to be involved in holistic care 
giving, and by the physiotherapists to be indicative of the primary nurses executing a 
take-over of all care-giving on the ward.
At Hospital N the physiotherapist appeared to be operating much more within a 
holistic framework. She was committed to care of elderly people as a speciality and 
spent a lot, if not most, of her time trying to ensure continuity of treatment and 
integration of physiotherapy concepts into the patients' entire day. While there was not 
a lot of evidence to clearly indicate that she was delivering a service within a non­
medical framework there were pointers to the fact that she believed there was more to 
physiotherapy with elderly people than just doing things to them to make them better. 
Perhaps most significant was her distress that the new arrangements would mean that 
patients went down to the out-patient department to have their 'daily dose of 
physiotherapy1 before returning to the wards.
The nurses on the ward in Hospital N appeared to be delivering care in a very 
traditional, medically orientated way. The structure was very hierarchical, in contrast 
to primary nursing. Team nursing was still in operation which meant that patients had 
different teams of nurses looking after them with little continuity. The ward sister was 
still very much in charge and no-one seemed prepared to take decisions without 
referring to her. Although some new nursing procedures had been adopted, such as 
Problem Orientated Medical Records, there were indications that such changes were 
not welcome but seen as management fads. The uniforms worn on the wards were 
very traditional, with elaborate hats and clear differentiation between grades of 
nursing staff. Ward rounds by the consultant physician were conducted in a very
135
formal way and preceded by an inspection by the ward sister to see that everything was 
ready for his arrival. In all, the setting was very formal, traditional and one in which 
medical concepts were sacrosanct. It may be that the non-adherence of the 
physiotherapist to this model was the source of the conflict.
The two settings provided contradictory images of philosophy and culture. In one, 
physiotherapists worked to a medical model of care alongside nurses who had adopted 
a holistic approach. In the other, the nurses worked in a task-orientated medical setting 
which appeared to frustrate the physiotherapists' adoption of a more holistic delivery of 
care. It is suggested therefore that professionals not sharing the same model of care- 
giving are likely to experience conflict when they attempt to carry out work which 
requires close professional interaction. As this close professional interaction is a part 
of work in a multi-disciplinary clinical team, which is advocated as the best means of 
delivering effective care to elderly people, it would appear likely that any tensions and 
conflicts between groups of professionals would be highlighted on wards for elderly 
people.
This discovery of the issue of conflicting models led to a desire to discover what 
models of health and health care physiotherapists understood and adhered to in their 
practice. It seemed to hold the key to the issue of inter-professional conflict but was 
also of great interest as a way of discovering what physiotherapy actually is and what 
the practice of physiotherapy actually entails. The work for the next phase of the 
research therefore concentrated on discovering the theories inherent in the models of 
health described in the literature and the theories underpinning physiotherapy practice.
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5. MODELS OF HEALTH CARE
Health care literature identifies two types of models. One is a descriptive model which 
enables current and past health care practice, such as nursing, to be described and 
can be equated to the definition of a model as ’a simplified description of a system to 
assist calculations and predictions.' (Concise Oxford Dictionary 1990). The other is a 
theoretical model which is used to explain health care by examining the beliefs which 
underpin its development and delivery. The theoretical models found in the health 
related literature are examined in detail as a framework to explore physiotherapy 
practice in relation to the theory which underpins it.
The theoretical models which have been identified in the literature as relevant to the 
practice of health care are biomedical, economic, behavioural, materialist, 
geographical, social and holistic. These are described below with a brief examination 
of the consequences of accepting the beliefs from which they arise. A further 
discussion of the consequences of adopting one or other model for physiotherapy 
practice is included later.
5.1 The Biomedical Model
Several authors have argued that the beliefs and assumptions inherent in the 
biomedical model have dominated the development of medical theory and practice. 
(Engel 1977, Mishler 1981, Eyles and Woods 1983). Its dominance has resulted in 
more work being done on analysing the underlying assumptions and consequences of 
this model than any other. Writers such as Mishler argue that this has led to it being 
treated as 'the representation of reality not just one representation'. (Mishler 1981).
Mishler (1981) identifies four assumptions of the biomedical model. To these four are 
added a fifth by Eyles and Woods (1983). Pratt (1989) echoes these but with a
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different perspective which is shared by Rogers (1970) who relates the development of 
theory in medicine to Cartesian dualism.
Normal/Abnormal
Fundamental to the medical model is the concept of there being such a thing as normal, 
and therefore that deviations from this are abnormal. Disease is defined as a deviation 
from normal biological functioning. The concept of normality is an essential element 
of the biomedical model but there is no consensus in the literature as to what 
constitutes normal. Indeed, the validity of normal and abnormal as objective measures 
has been widely challenged by many writers. Mishler (1981) stresses that normal can 
be defined either in terms of average or mean, or as an ideal. Ryle (1961), partly 
through his work on the size of thyroid glands in different populations, came to the 
conclusion that normal has to be defined in relation to social and environmental 
factors. The key issue identified is that what is normal within one culture and at one 
time in history may not be normal within another framework (Ryle 1961, Illich et al 
1977). Similarly, the literature on the emergence of the disability movement 
(Finkelstein 1981, Davis 1990) challenges the equating of normal with usual or 
average and the consequential equating of unusual or different with abnormal.
Without a clear definition of normal the concept is meaningless, or at best of little use 
in informing practice. However, it underpins the framework within which the medical 
model exists.
Specific aetiology
Mishler (1981) uses the term specific aetiology to describe the belief in a causal 
relationship between specific diseases and identifiable agents. He claims that the work 
done by Pasteur and Koch in the 19th century, in demonstrating that specific diseases 
could be produced by specific micro-organisms, dominated the development of 
medical thinking, and led to the search for a specific aetiological agent for each 
identified disease. The identification of a causal agent is now considered central to
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advances in medical knowledge about a particular disease. Mishler claims that this 
doctrine, which led to the development of the germ theory, has become integral to our 
understanding of illness and disease. So powerful and influential is the germ theory 
that the concept of a specific identifiable agent as the cause of disease has spread from 
infectious disease to all aspects of ill-health.
The limitations of this approach are discussed by Eyles and Wood (1983) who argue 
that this simple cause and effect model cannot adequately explain why specific 
individuals in specific places are sick or ill, Dubos (1963) who claims that there are 
few cases in which the discovery of a specific aetiological agent provides a complete 
account of the cause of the disease, May (1961) who argues that the impact of 
pathogens alone is not sufficient to cause disease which depends on those 
environmental factors which he identifies as geogens, and Engel (1962) who stresses 
the multiple and interactive processes involved in the development of ill-health.
Generic disease
The concept of generic disease is that diseases are specific entities that exist outside 
cultural and historical limits rather than being useful man-made labels to hang on 
groups of symptoms. This places diseases outside social, geographical and 
environmental factors and defines them as entities which exist across all cultures 
and in all time. It depends on, and is a natural progression from, the first two 
assumptions that diseases are deviations from normal biological functioning with 
specific causal agents.
Its limitations are expounded by Balint (1957), Engel (1962), Dubos (1963). Fabrega 
(1976), Ehrenreich and English (1976), Mishler et al (1981), and Eyles and Woods 
(1983). In particular Engel argues that as conventions change what is considered as 
illness or disease at one time is not so considered at another. Ehrenreich and English 
(1978) use the example of menstruation to illustrate this point when discussing
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medicine as a means used to control women. Menstruation had been defined as an 
illness within certain cultural contexts and therefore a legitimate area for medical 
intervention. Differences in disease descriptions or terminology between different 
cultures and periods of history are explained, by those who adhere to this theory, as 
differences in knowledge and understanding, rather than equally valid explanations of 
phenomena. The emergence of 'new' diseases is linked to new causal agents such as 
mutant viruses rather than being new explanations of symptoms which have always 
been present in the world population. Adherence to this concept has been the main 
factor in influencing the development of contemporary medical practice where the 
focus is the disease rather than the person.
Scientific neutrality
This concept is absolutely crucial to the maintenance of the hegemony of medicine. 
The belief is that medicine is based on science and that science is politically, culturally 
and historically neutral (Mishler 1981). Rogers (1970) explains this link between 
science and medicine as arising out of the theory of Cartesian dualism, but does not 
develop this idea to any great extent. Scientific objectivity or neutrality is held to be 
paramount and is the justification for the domination of health practice, education, and 
research by medicine.
Sequential progress
Eyles and Woods (1986) add one more assumption in their analysis of the biomedical 
perspective - that medical knowledge advances in a linear fashion. Sequential 
progress is the term they give to the belief in the acquisition of a body of knowledge in 
terms of a sequence of steps. Knowledge is acquired, a problem solved, and that 
knowledge is then in place as a foundation for the next piece of knowledge. Progress 
is seen as logically and objectively determined by the uncovering of pieces of 
knowledge which when placed together will lead to some ultimate truth. However, 
this does not explain the different levels of knowledge and understanding of different
140
cultures, or the loss of knowledge by civilisations which were less advanced than their 
predecessors.
Pratt’s analysis of the medical model is less complex than Mishler's but contains four 
essential elements. The first is that this model is based on the fundamental law of 
natural order which states that events occur in regular and predictable ways and that 
bodily processes can be expected to follow certain physiological laws, themselves 
supported by more fundamental laws such as those of physics and chemistry. The 
second assumption is that the body is a mechanism and therefore subject to laws of 
mechanics, the third that intervention is aimed at individuals in a struggle against 
identified disease, and the fourth that the medical model is heavily, if not exclusively, 
invested in science. This analysis echoes that of Mishler (1981) and Eyles and Wood 
(1983) but with a clearer indication of the origins of the relationship between the 
development of this model and the philosophical arguments which influence it. In 
particular the influence of Descartes is identified and the link made between dualism, 
mechanics and the development of medical theory. As such it makes an important 
contribution to linking the biomedical model to Cartesian philosophy and is supported 
by Lewis (1962) and other commentators on Descartes.
Cartesian philosophy
The 17 century philosopher Descartes started his philosophical journey from Galileo's 
premise that nature consists of mathematical facts (Ryle 1949). Galileo used 
mechanical laws to explain movements in space as the effects of other movements in 
space. Descartes developed this into the premise that what is real and intelligible in 
nature can be measured and quantified and that only when phenomena are reduced to 
mathematical terms are they perfectly rational and therefore completely real (Lewis 
1962). Lewis claims that Descartes substituted mathematical and mechanical 
explanations for the doctrine of final causes which was the predominant 
philosophical theory of the time.
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Lewis's analysis makes clear the link between the mathematical foundation of 
Descartes’ work and his development of the mechanistic approach. Lewis claims that 
this was the most radical and influential revolution in the history of thought from 
Aristotle to Kant. It gave the 'all clear’ to physical science and provided a 
philosophical framework or world view which explained and justified the world in 
mechanical terms.
Dualism
Dualism is the name given to that part of Descartes' philosophy which identified a 
split between mind and body. Mind and matter, according to Descartes are two 
fundamentally distinct substances:
"Mind which does not occupy space, whose sole 
property is to think; and matter, which does not think, but is 
extended (spatial) substance." (Lewis 1962 p91).
Ryle (1949) used the term "Descartes' Myth" when discussing dualism and related the 
concept of the separation of mind and body to the concept of cause and effect. He 
explained dualism as the belief that there are in body and mind two existences - one 
internal and one external. The external occurs in a common field - space - and is 
connected to what happens to other bodies in space. The internal occurs in insulated 
fields - minds - with no direct causal connection between one mind and another.
Ryle believed that the fundamental flaw in this analysis lay in Descartes' belief that 
mind and matter are terms of the "same logical type". The dominance of this idea in 
modem society and subsequently modem medicine is evident in the development of 
separate professions dealing with matters relating to the mind and matters relating to 
the body.
In order to provide a practical example of dualism and show how the human body 
operates as a machine without the need for the soul or mind to be involved, Descartes
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modified Harvey's description of the circulation of the blood around the human body 
(Descartes 1637). This division between mind and body led Descartes to regard the 
human body as belonging to science, and the conscious mind to be the natural property 
of philosophy and religion. Heawood (1967) argued that this weakened each of the 
disciplines by limiting its sphere of thought.
Reductionism
Having separated mind and body, by defining them as entities which occupy different 
spheres of existence, Descartes then developed reductionism as his method of choice 
for the advancement of knowledge. Cartesian philosophy views the physical body as a 
machine, subject to mechanical laws. An examination of the individual parts of this 
machine will lead, according to this theory, to greater knowledge of the workings of 
this machine, and therefore to a greater understanding of how human beings 
function as a whole. (Descartes 1637, Ryles 1949, Lewis 1962, Henry 1997).
This placed the study of the human body within mechanistic philosophy, subject to the 
laws of natural order and cause and effect. The underlying concept of this approach is 
that man is a machine that can be explained by physical laws. Henry claims that 
Descartes used his explanation of the working of the heart to develop:
"...a speculative physiology in which animal and human 
bodies functioned like complex automata based on hydraulic 
systems." (Henry 1997 p68)
The connection between the methods developed by Descartes and medicine is the 
belief that all knowledge can be gained by scientific enquiry which should therefore be 
applied to all sciences, including in particular medicine. Descartes was scornful of the 
contemporary state of the knowledge of medicine and believed that his methods would 
allow great advances to be made. Indeed he advocated the study of medicine as one of 
the main uses of his methods of enquiry as this would lead to :
"the preservation of health which is no doubt the chief of
all goods and the foundation of all the rest in this life  if a
way can be found of making men wiser and more skilful 
than they have so far proved I believe we must look for it in 
medicine." (Descartes 1637 cited Henry 1997).
A connection between the objectivity of science and the study of medicine is set out in 
the analyses of the biomedical model cited above, but they do not make clear the 
progression from Descartes’ method of enquiry, his application of this to the workings 
of the human body and then his decision to apply his methods to medicine. This 
renders them incomplete as analyses, although they provide a framework for 
examining the effect of Descartes’ work on the development of modem medical theory.
Consequences of the Assumptions of the Medical Model
Pratt argues that the dominance of the mechanistic assumption of the medical model 
means that intervention is aimed at individuals and emphasises treatment and cure in a 
struggle against identified disease. This removes medicine from society by claiming 
that it should be objective and neutral to be a true science. The implication of this is 
that the work of physicians is guided by objective scientific rules and is independent of 
social, cultural and political forces. This obscures the connection between illness and 
society. In other cultures treatment involves solving social as well as individual 
conflicts. Fabrega (1976) claims that science has provided Western culture with 
disease forms which on logical grounds are not connected to the social fabric.
One result of the study of the human body being defined by Descartes as the natural 
property of science is that the wholeness of the person is lost. A mechanistic approach 
reduces the body to its constituent parts and Friedman argues that the scientific method 
is not able to do other than that (Friedman cited Buber 1965). The inappropriateness 
of using the scientific method to discover the 'wholeness of man' is echoed by Buber 
(1965) who argues that only a participative approach will allow insight to be gained. 
Henry (1997) notes the seemingly insuperable difficulties of explaining the extreme
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complexities of living things in mechanistic terms, but says that in spite of this the 
mechanical philosophy was embraced wholeheartedly by medical practitioners.
5.2 The Economic Model
Eyles and Wood (1983) describe a model based on the premise that health is a capital 
good, an individual’s stock of which depreciates over time. This stock can be 
increased by investment, the key variables of which are diet, exercise, housing, 
consumption habits, environmental factors, education and information - all of which 
are under the control of the individual. If an individual's income increases then 
investment in health is likely to rise. The market, as the supplier of health care, 
responds to consumer pressures and health becomes a matter of the deliberate 
consumption of goods and services. It is shaped by individual preferences and 
consumer decisions about spending. As its name implies, this model is based on the 
assumption that health is a commodity that can be bought and sold and the prime 
factor in determining health is the amount of money an individual has available and 
chooses to spend on acquiring it.
5.3 The Behavioural Perspective
This model focuses attention on the individual, his social attributes and aspirations 
(Eyles and Wood 1983). Social and psychological variables are key elements of this 
model rather than just economics. The result of this approach is that what is gained 
from health care depends not just on what is available, but on the expectations of the 
individual. There are parallels with the economic model in that it is concerned with 
the motivation of individuals, but assumes that social and psychological pressures are 
more important than monetary ones. In the Health Divide (Whitehead 1987) this 
model is described as being based on the assumption that inequalities in health evolve 
because lower social groups have adopted more dangerous and health-damaging 
behaviour than the higher social groups.
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5.4 The Materialistic Perspective
The belief underpinning this model is that the social, economic and political structures 
of society are the major factors in shaping health care (Eyles and Wood 1983). 
Similarly, Illich (1977) argues that industrialisation is the main shaping zone of society 
and that only those illnesses and diseases which affect productivity are considered 
worthy of investment in terms of health care. He further argues that as medicine is an 
agency which carries a world-view or hegemony throughout society medical ideas 
develop to support the dominant interests of the establishment. This is echoed by 
Eyles and Wood who describe this perspective as being concerned with the societal 
effects and implications of the enmeshing of medicine and health care in the wider 
society.
The Health Divide (Whitehead 1987) describes the structuralist/materialist approach as 
emphasising the role of the external environment in health. Poor housing, dangerous 
work and unsafe play areas for children are environmental factors which will all 
contribute to inequalities of health. However, the authors emphasise the difficulty of 
differentiating accurately between behavioural and environmental factors and claim 
that the two explanations are interdependent. It is worth noting in particular the 
assumption that health issues under this perspective are political in contrast to the 
assumption of the biomedical model that health is apolitical.
5.5 The Geographical Perspective
This model developed from the use of medical cartography to demonstrate the spatial 
patterning of illness. It is based on the assumption that there is a causal link between 
disease and environmental conditions - particularly the rural/urban factor.
Mathematical models are employed to plot the spread of disease and determine links 
between disease and the environment. It follows therefore that political and economic
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decisions can be made on the provision of health care delivery systems related to 
geographical factors rather than social class or individual wealth. With this model it is 
where an individual lives which is the primary factor in determining their health 
status.
5.6 The Social Model
One consequence of the assumption of the medical model that disease is a deviation 
from normal is that anything which is not 'normal' can be legitimately claimed by 
medicine as an area which it should control. Disability, as a deviation from normal, is 
therefore equated with illness and comes under the remit of health care workers, 
specifically doctors.
"The attitude that a disabled person has 'suffered' a 
personal loss is a value judgement based upon an unspoken 
acceptance of the standard being able-bodied normality."
Finkelstein (1979 p2).
A challenge to this perspective comes from Finkelstein's analysis of disability as being 
socially determined. He argues that disability is not a consequence of an individual's 
impairment but of society's physical construction by non-disabled people. Changes 
brought about by the Industrial Revolution meant that physically impaired people were 
not able to remain productive once the demands of travel and access were imposed by 
changing work practices. People who had previously been productive became isolated 
at home, then segregated into institutions. This allowed the development of the 
structures of society, the physical fabric of cities, the design of buildings, to be 
dominated by non-disabled people with no account of the needs of the now invisible 
non-ablebodied. Physically impaired people thus became disabled by the structure of 
society. (Finkelstein 1979).
A practical example of this is described by Meyerson and Scruggs (1979):
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"The reason why students in wheelchairs are unable 
to take chemistry or physics in college is not because the lab 
benches are too high for them to reach but because society 
has provided suitable environmental supports for some of 
the population and not for others. There are no natural laws 
or necessary conditions that require lab benches to be 50 
inches high rather than 24 inches high." (p60)
Finkelstein describes three stages or phases to this process. In phase one physically 
impaired people were socially active and able to earn a living in cottage industries or 
by begging. The social changes brought about by the Industrial Revolution led to 
physically impaired people becoming part of a lower social strata together with 
unemployed, low-paid and mentally ill people. Begging was a socially acceptable way 
of acquiring an income. However, able-bodied people were often found impersonating 
cripples to increase their earnings as beggars. The Society for the Suppression of 
Mendicity was formed in 1819 in an attempt for weed out people with genuine 
impairments from imposters. This marked an early attempt to isolate cripples into a 
special class and saw the beginning of a differentiation of attitudes - cripples' poverty 
was as a result of personal misfortune, that of the able-bodied was due to indolence.
Phase two was related to the emergence of hospital based medicine which enabled the 
segregation of large numbers of disabled people. Physically impaired people were 
seen as passive, needing others to do things for them:
"That many people come to view themselves in this 
manner even today is a reflection of the pervasive success of 
the 'institutional phase' in the histoiy of disability."
(Finkelstein 1979 plO)
Advances in medical practice led to larger numbers of disabled people surviving and 
strengthened the connection between disabled people and institutions as well as 
facilitating medical dominance. Workers in hospitals were sucked into servicing
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disabled people and in time these "paramedical" workers spilled over into the custodial 
institutions. The focus of attention of this second phase was firmly on the physically 
impaired individual. Phase three, which Finkelstein claims is just beginning, focuses 
on the nature of society which disables physically impaired people. He describes it as 
the beginning of a struggle to reintegrate people with physical impairments into 
society.
Meyerson and Scruggs (1979) liken Finkelstein's three stages of disability to the linear 
models of St. Augustine and Karl Marx. St. Augustine's Eden and Marx's primitive 
communism relate to Finkelstein's phase one of disability; Mosaic Law (St.Augustine) 
and capitalism (Marx) are phase two; Paradise (St. Augustine) and communism (Marx) 
are phase three. This model is characterised by the initial stage being superior to the 
second stage and predictive of the final future stage of utopia.
Stubbins (1979) and Meyerson and Scruggs (1979) disagree with Finkelstein's 
historical analysis of phase one as being halcyon days when cripples were integrated 
into society. Stubbins in particular proposes the idea that economic advances in 
society have benefited disabled people far more than they have disadvantaged them. 
This argument ignores Finkelstein's point that disabled people missed out on economic 
advancement in the first place because they had been removed from the economic 
scene by the Industrial Revolution. Stubbins’ concept of disabled people benefitting 
from the economic advancement of society depends on the efficiency of the cascade 
system of wealth distribution down through the class structure. The effectiveness of 
this as a means of improving the economic well being of significant parts of society is 
arguable.
The Consequences of the Social Model of Disability
This model is a challenge to current definitions of impairment, handicap and disability. 
It is primarily a polemic model - designed to effect a change in society's attitude to
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disabled people. As such it is still developing the theory on which it is based and will 
have to undergo much refinement before it is a complete explanation of the experience 
of disabled people. However, it has built on earlier work of, for instance Illich, Zola 
and McKnight (1977), and is being increasingly cited in relation to the development of 
alternative theoretical models of health. It is therefore worthy of further examination.
If the principles underpinning this model are accepted then the resources channelled 
into rehabilitation services are misdirected. According to Finkelstein it is these very 
services which maintain the status quo - that of a disabling society. Economic self- 
interest, socialisation and academic rejection of non-empirical data are some of the 
factors which prevent health care professionals challenging the current system. It is in 
the interest of these professionals to reinforce the notion that the cause of disability lies 
within the person rather than in the physical and social construction of society. It is 
not in their interests to challenge a system which provides them with jobs, status and 
power.
This issue of control is one which has been used to examine the role of medicine in 
society by writers such as Illich, Zola and McKnight (1977). These authors argue that 
professions create a need that only they can satisfy and that medicine claims a 
monopoly over the definition of deviance and the remedies needed. Zola in particular 
claims that medicine has become a major institution of social control by becoming 
involved in more aspects of life than any other discipline or institution. The 
development of genetics as a branch of medicine allows control over unborn lives, 
while normal processes such as ageing and pregnancy now have their own medical 
specialities.
Stubbins (1979) argues that recent challenges by psychologists and sociologists in the 
United States of America to the medical tradition has resulted in a radical movement 
which rehabilitation professionals should join, but he points out that this will be
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resisted by those professionals who want to enhance the status of practitioners for 
economic returns. He is critical of Finkelstein's totally anti-rehabilitation stance and 
acknowledges the contribution of medicine, electronic engineering and bio-mechanics 
in increasing the independence of disabled people. He is more optimistic than 
Finkelstein that a new role can be found for professional helpers.
Finkelstein's methodology is phenomenological and is based on the premise that the 
reality of disability lies in the interaction between people and their environment. This 
is at odds with the natural science that locates disability in the disabled person:
"Establishment science has deployed virtually all its 
resources in studying disability and rehabilitation as clinical 
enterprises, that is as if the individual suffered a disease 
called 'disability'." (Stubbins 1979 p90)
The implications of this are that in order to study issues of disability within the 
framework of the social model, methodologies must be developed and used which 
employ phenomenological approaches rather than those which are rooted in natural 
science.
"...mainstream knowledge of disability is tainted by 
the phoney objectivity of researchers and the practitioners of 
rehabilitation." (Stubbins 1979 p90).
Stubbins argues that Finkelstein has clearly shown that new truths about disability will
only emerge when scientific methods and beliefs have been suspended. However, he
is critical of Finkelstein's categorisation of people into the exploited (disabled people)
and the exploiters (professionals). This ignores the fact that everyone is dependent on
others and on technical aids and that the division of labour demands the development
of experts and therefore the potential exists for exploitation of and by everyone.
McKnight (1981) reinforces the idea that professionals have a vested interest in
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creating disability which then allows them to define and control remedies:
"You (the patient) are the problem and I (the therapist) am 
the answer... only I have the language to understand both 
the problem and the remedy."
(McKnight 1981 pl2)
Furthermore, McKnight accuses health care professionals of hiding behind symbols of 
love and care which obscure the economic interests and disabling characteristics of 
rehabilitation services.
Davis (1990) argues that definitions of disability are of deep political significance.
The World Health Organisation (WHO) defines impairment, disability and handicap 
from a medical perspective - that the impairment from which disability and handicap 
arise lies within the "psychological, physiological or anatomical structure" of the 
individual (WHO 1980). This definition is used as the basis for work carried out by 
the Office for Population and Census Surveys (OPCS). Davis argues that this is 
ultimately a definition which suits the able bodied establishment and allows 
information to be collected, analysed and used to maintain disabled peoples’ 
dependence.
A rejection of the medical model of illness and disability would necessitate a 
redefinition of the World Health Organisation’s statement on impairment, disability 
and handicap. Davis argues that such a redefinition would have far reaching effects in 
terms of the disability industry. Indeed he claims that it was new definitions by the 
Union of the Physically Impaired Against Segregation (UPIAS) which allowed 
disabled people to directly challenge for the first time "the iron grip of able bodied 
control of disability" (Davis 1990).
The two main consequences of the adoption of the social model of disability are the
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challenge to health care professionals to redefine their role, and to researchers to 
develop appropriate methodologies:
"Finkelstein makes it difficult for researchers, 
practitioners and administrators to pursue the typical models 
of rehabilitation with the innocence they have until now."
(Anonymous contributor to conference proceedings 1979).
The irony of the ultimate challenge of this model to professional health care workers is 
that its acceptance in its current form means that they are no longer part of the 
solution, but part of the problem. Finkelstein (1984) argues that the crisis in 
rehabilitation is deepening because of a realisation by professionals of the failure of 
their services to significantly improve the situation of disabled people.
5.7 Holism
The term holism (or wholism) is defined by the Oxford English Dictionary (1990) as 
follows:
i. the theory that certain wholes are to be regarded as greater than the sum of 
their parts;
ii. the treating of the whole person including mental and social factors rather 
than just symptoms of a disease.
The first definition originates from Smuts’ study of the political situation in South 
Africa after the Boer wars:
"...we were left fragments out of which we were to 
make a whole ... we have seen emerging out of these 
discordant elements the lineaments of a new South Africa ... 
the biggest problem facing us [is] being solved along 
holistic lines." (Smuts 1926 cited Smuts 1952 p56).
Holism arose out of Smuts’ search for patterns in chaos, guiding laws in nature and 
science, and a larger view which would enable the whole to be seen. He held that the
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development of scientific thinking had led to the realisation that the world was not 
made up of substance but of flexible changing patterns. The idea that matter is 
determined by its constituent elements had to be abandoned as the reality of things lay 
in their wholes not in their parts.
"If you take patterns as the ultimate structure of the 
world, if it is arrangements and not stuff that make up the 
world, the new concept leads you to the concept of wholes.
Wholes are not stuff; they are arrangements. Science has 
come round to the view that the world consists of patterns, 
and I construe it to be that the world consists of wholes."
(Smuts 1926, cited Smuts 1952 p220).
The next stage in the development of this theory was the concept that a whole had a 
force greater than the sum of its individual parts and that this allowed progress to be 
made. Smuts argued that if equality between cause and effect was accepted then the 
world would have remained as it was in the beginning. Holism postulates that slightly 
more is produced in the effect than was contained in the antecendent cause. This 
allows for "an infinity of increments" and therefore the "additional building of 
creation".
An inherent part of holism is that detail receives most of its meaning from the whole of 
which it is part. A part only has meaning in relation to the whole. A reductionist 
approach is therefore of limited value as the part can only be examined and found 
meaningful as a member of the whole. This view is echoed by Hawking (1988):
"If everything in the universe depends on everything 
else in a fundamental way, it might be impossible to get 
close to a full solution by investigating parts of a problem 
in isolation." (Hawking 1988 pl3).
The adoption by medicine of holism as a useful theoretical model on which to base 
practice seems to have lead to a redefinition of Smuts' ideas, but without a theoretical 
justification for the redefinition (OWLS 1992). The second part of the Oxford English
Dictionary definition of holism as the treating of the whole person, including mental 
and social factors echoes Smuts' argument that it is the whole that is important, not the 
parts. However, the use of the word 'including' in that definition identifies the split 
between Smuts' concept of holism and medicine's use of the term.
The British Holistic Medical Association (BHMA undated leaflet) acknowledges the 
shortcomings of the reductionist approach and questions the usefulness of the 
biomedical model in understanding the functioning of the parts within the whole 
person. It acknowledges that people are multi-dimensional and that a range of 
interventions at a variety of levels may be relevant. It argues that the systems of the 
body are interrelated and that the mind-body split of dualism is largely an illusion. 
Significantly it argues that no one individual practitioner will have all the answers but 
that holistic healthcare will be best provided by multi-disciplinaiy clinical teams. 
Reference is made to Engel's development of a biopsychosocial model (Engel 1977) 
as one way of addressing the problem of biomedicine not answering people's needs. 
This acknowledges that medicine, and associated health care professions cannot rely 
on the medical model and its focus on physical disease to answer people's health 
needs. The holistic model is referred to as a better or more advanced way of providing 
health care. However, the assumption behind this acceptance is that holism is 
synonymous with the biopsychosocial model. The argument seems to be that as long 
as you look at people's psychological and social needs as well as their biological 
functioning then you are using a holistic approach.
Bevis (1978) describes this approach as summative dualism and argues that it is not a 
holistic approach but an attempt to counter accusations that professionals do not see 
patients as whole beings. Summative dualism is the adding together of various aspects 
of the patient - usually physical, mental, spiritual and social to make a biopsychosocial 
model. The influence of this on nursing theory can be seen, according to Bevis, in the 
development of descriptive models which are essentially the medical model with
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threads of other things woven throughout. It is also clearly evident within
physiotherapy. The 1991 Curriculum of Study (CSP 1991) mentions 'the holistic
approach to patient care' with no indication of what was meant by this term and no
discussion was had about its use in the working party that wrote this document
(McCoy 1992 personal statement). However, in the 1996 Curriculum Framework
holism is defined as an approach which:
"... takes into account the biological, psychological 
and emotional circumstances within an environmental 
context." (CSP 1996)
Pratt (1989) uses the Concise English Dictionary (1982) definition of holism - the 
tendency in nature to evolve wholes that are greater than the sum of their parts - to 
relate holism to physiotherapy practice. Again the focus is on recognising the 
importance of the mental, social, emotional and spiritual aspects of a person in 
addition to the physical. He introduces the idea that wholeness may be seen in other 
cultures as a balance of forces. However, the implication of accepting that the whole 
is greater than the sum of the parts is not explored by Pratt.
The Consequences of the Holistic Model
The relevance of holism to health care practice is described by Pratt as allowing 
patients to become responsible adults taking an active part in their own rehabilitation. 
Self-care and health education are two of the consequences of the holistic approach 
described by Pratt and echoed by the British Holistic Medical Association (BHMA):
"In the holistic model patients are seldom passive 
recipients of therapy, and will usually need to become 
engaged in a process of change."
(BHMA promotional leaflet undated).
Pearson and Vaughan (1986) contrast the consequence of the assumptions of holism -
that there is a need in medicine to study the whole being - with Descartes' proposition
that the body as a machine can be broken down into its constituent parts for
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meaningful study. They cite Byrne and Thompson (1978) who used the phenomenon 
of water to illustrate holism. Hydrogen and oxygen can be studied as the constituent 
parts of water and it will be found that oxygen supports combustion and hydrogen is 
explosive. However, a study of the whole, water, leads to the discovery of a different 
property - water extinguishes fire. Wright (1986) explores the relationship between 
holism and the practice of nursing and argues that merely taking into account social, 
physical and psychological factors is not enough, and may lead to the ignoring of the 
total nature of the person.
These writers have therefore accepted the limitations of the summative dualism 
described by Bevis (1978) and have identified the need for medicine (or at least 
nursing) to examine the whole person rather than the constituent parts. However, the 
resulting tension between a philosophy, the acceptance of which would demand a 
radically new approach, and the practice of medicine, and related activities, which are 
based in mechanistic reductionist theories is not identified. The ultimate consequence 
of an adherence to holism by medicine, nursing and related professions would be the 
destruction of much of the structure upon which education, research and practice is 
based. If the inappropriateness of the study of constituent parts were accepted, much 
of the syllabus of medical schools - anatomy, physiology, dissection - would be 
rendered meaningless. It is therefore in the interests of medicine to define holism not 
in terms of the whole being greater and essentially different to the sum of the parts, but 
in terms of summative dualism or the biopsychosocial model. This retains the 
essential nature of reductionism and can therefore be absorbed into medical theory 
without threatening its foundations.
5.8 Discussion
What Mishler (1981) calls models, Eyles and Woods (1983) term perspectives and 
Whitehead (1990) describes as explanations are all frameworks for discussing
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assumptions made about the origins of disease and ill health. Some or all of the 
elements that could potentially contribute to illness can be found in the various modes. 
The significant difference between the models is the importance or weight that is given 
to individual or groups of assumptions within that model. For instance those ascribing 
to a bio-medical model may accept that social, environmental or psychological factors 
play a part in illness but will give most weight to pathogens as the cause of disease and 
therefore will concentrate resources on their discovery and elimination.
Other perspectives give greater weight to factors other than pathogens as determinants 
of ill-health. As discussed above, the biomedical model is not the only way of looking 
at causes of illness and disability. Alternative perspectives may include or exclude the 
fundamentals of the medical model, particularly the existence of pathogens. This does 
not necessarily deny the existence of pathogens, but makes their elimination 
unnecessary as they are not the prime cause of the disease process. Those who regard 
environmental factors or geogens as the ultimate determinants of health may or may 
not ascribe to the 'germ theory' of disease, but this would be irrelevant if the 
elimination of illness was seen to be governed by factors of more significance than the 
existence of pathogens. Other, non-pathogenic, factors which may be seen as a 
primary or secondary cause of illness, with or without the presence of pathogens, 
include divine intervention, gender, race, employment.
The importance to the individual of particular factors determines which model is 
adopted; the degree of importance given to that factor determines the extent to which 
other factors are excluded or included. An individual who believes that diseases are 
caused by pathogens can accept to a greater or lesser extent the influence of other 
factors, such as environment, income or social class. Accepting that exposure to 
pathogens is the single most important cause of disease denotes an adherence to the 
biomedical model. The degree of importance given to the other factors denotes 
whether the individual’s perspective is of a simple or complex structure. The purer or
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more simplistic a model adopted the more it will dominate all activities arising from 
the context in which the model is being used.
One of the consequences of the adoption of a particular model is an effect on resource 
allocation. It is clear that when a particular world view dominates a society to the 
extent that there are vested interests in perpetuating it - what Illich describes as 
hegemony - resources will be concentrated on those activities which uphold it. In 
health care this means the diversion of resources away from those professions or 
occupations which do not subscribe to the biomedical model. These are successfully 
marginalised and labelled alternative therapies or quackery - depending to what extent 
they explain their therapies in mainstream or biomedical terms.
Growing dissatisfaction with the biomedical model and its variants as an explanation 
for the experience of health, ill-health and disease has led to the development of 
alternative theories. The growth of a politicised group of disabled people seeking 
ways of taking control of their lives away from medicine led to the formulation of the 
social model of disability. The challenge that this has provided to rehabilitation 
professionals such as physiotherapists in particular has been invaluable in focussing 
attention on the paradigm of physiotherapy. How useful the social model turns out to 
be for the development of a theoretical base for physiotherapy is debatable as 
much work needs to be done before the model moves from its polemic base to a valid 
theory.
The holistic model on the other hand is one which has been picked up by medicine and 
distorted to fit political ends. The basic premise of the model - that parts only have 
meaning in relation to the whole - is ignored in most medical and rehabilitation service 
delivery. Yet holism is welcomed as a useful adjunct to modem health care. By 
absorbing it into the fold of acceptable medical theory its challenging effects can be 
diluted. The result has been the development of the concept of summative dualism and
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a merging of this with concepts of holism. It is not evident from the literature that 
many health professionals distinguish between the two.
The social model of disability on the other hand tended to be met with overt hostility 
from doctors and rehabilitation professionals. Holism is welcomed, absorbed and 
modified to suit the aspirations of professional health workers; the social model is to a 
large extent marginalised as being irrelevant to medicine and health care. The one 
offers as much as threat to modem medicine as the other. Perhaps the difference is 
that the social model is being developed by the very people whom health care 
professionals need to keep in a subordinate role. Patients, including disabled people, 
need to accept theories developed by the dominant players in society, not start 
developing their own. Perhaps this is the ultimate irony - health care workers being 
challenged by the very people who are supposed to need them and who are daring to 
say that it is the doctors and physiotherapists who need the patients more than they are 
needed.
The acceptance of one model as being more relevant to an individual or a profession is 
linked to the perception of the world or Weltanschauung of that individual or 
profession. Individuals will bring their own world-view to a profession but will then 
spend the period of their training being socialised into the paradigm accepted, or 
commonly held, by that profession. The paradigm of a profession such as 
physiotherapy must be made up of the total of the paradigms held by the individuals 
in that profession. In a holistic model those paradigms together will make a whole 
greater than the sum of the individual parts.
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6. DISCUSSION
This study originated from my personal experience as a clinical physiotherapist 
working with elderly people. I brought 12 years experience as a physiotherapist to the 
study and the data from that period, although not specifically captured and presented, 
informed the development of both the research questions and the methodology. As the 
study progressed the research questions changed in the light of the findings of each 
stage. Hand in hand with the development of research questions went the development 
of an appropriate methodology (see fig  2 p3).
The first stage of the study focused on the question of why the relationship between 
nurses and physiotherapists working with elderly people in some places was riddled 
with conflict. This idea of conflict between the two professions arose from personal 
experience and was confirmed by interviews conducted with a range of clinicians and 
managers involved in the care of elderly people. These interviews formed an early 
part of the study and are reported as stage 1 interviews (pl03). These interviews both 
confirmed the legitimacy of the area of study, and provided pointers to the next stage.
In order to examine relationships between nurses and physiotherapists two sites were 
chosen for study and appropriate methods of data collection developed. These were 
semi-structured interviews (reported as stage 2 interviews, p i  19) and two areas of 
clinical work were chosen around which to question physiotherapists and nurses.
These two areas of clinical work, pressure sores and incontinence, were chosen 
because they were areas in which I had developed interest and some expertise. They 
were also, and more importantly, areas in which nurses and physiotherapists had to co­
operate if their individual interventions were to be effective. A review of 
physiotherapy literature in these two areas formed an early part of the study but was
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later discarded as being a diversion from the main thrust of the thesis as this was 
developed.
Observation and interviews were chosen to collect data for this stage. Issues to do 
with participant and non-participant observation (see p77) led to an attempt to develop 
a tool which captured the interactions between a nurse and a physiotherapist caring for 
an individual but was non-intrusive. Diary sheets were chosen to try to record the 
communication that nurses and physiotherapists claimed was at the basis of good 
multi-professional delivery of care.
The piloting of the diary sheets led to an important breakthrough in my understanding 
of the direction of the study. The failure of the diary sheets to collect meaningful data 
was not of itself an issue. One important finding from the process of developing and 
piloting the diaries was that relationships between nurses and physiotherapists in this 
study were poor even where effort had been put into presenting relationships as good 
(see pl28).
The data for this study came from a range of sources (see figure 2 p3). The interviews 
were a key part of the methodology. The first set of interviews carried out were 
interviews with key players or stakeholders (stage 1 interviews). Two therapy 
managers, four nursing managers, one general manager, one senior physiotherapist and 
one senior nurse participated in these interviews.
A series of pilot interviews took place prior to the stage 2 interviews. These pilot 
interviews were held with four nurses and three physiotherapists. The data from these 
interviews was not analysed as their purpose was to develop and refine the
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methodology; I needed to identify and learn how to cany out the type of interview 
most valuable for the study. The pilot interviews were invaluable in this process and 
taught me much about my own position within the research process.
The stage 2 interviews were semi-structured and were carried out with twenty two 
nursing and physiotherapy staff at two hospitals. At Hospital W three primary nurses, 
two associate nurses, two nursing assistants and five physiotherapists were 
interviewed. At Hospital N two ward sisters, two staff nurses, two nursing auxiliaries 
and four physiotherapists were interviewed. Data from these interviews was analysed 
at several stages and figure 2 (p3) provides a diagrammatic representation of the 
relationship between the data from all sources and the development of the theoretical 
framework.
Two particular stage 2 interviews provided clues to the direction the study needed to 
take to uncover the reason for these poor relationships between certain professionals. 
Initially these clues were provided by a physiotherapist and a nurse working on the 
same ward. The physiotherapist emphasised that her approach to working with elderly 
people was no different to her approach to working with any other age group. To her a 
knee was a knee, whether it belonged to a young or old person. She argued that knees 
warranted the same treatment and that this was dependant on the diagnosis rather than 
the person to whom the knee belonged. Working alongside this physiotherapist were 
nurses who had changed their practice to fit in with a move to primaiy nursing and to 
whom a medical diagnosis was not as important as a nursing diagnosis.
As part of the move to primaiy nursing these nurses had discussed the concepts that 
lay behind different models of nursing practice and had made a conscious shift away
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from a curative or medical model. Significantly they had recognised the importance of 
involving groups other than nurses in this change. Domestic staff, porters and doctors 
had been invited to meetings at which the impact of primaiy nursing on their input and 
practice had been discussed. However, no-one had thought of involving the 
physiotherapists and the move to primaiy nursing was presented to them as a fait 
accompli. The physiotherapists were expected to change their practice to fit in with 
primaiy nursing without any discussion of its impact. This appeared to be both an 
ineffective way of managing change, and a denial of any importance or value of 
physiotherapy in the care of that ward's patients.
During the period I was undertaking these interviews a visit was arranged to Burford 
Hospital in Oxfordshire. This was the first British hospital in which primaiy nursing 
had been introduced. It had been the object of much research and regularly ran study 
days to explain what it was doing and why. The nurses at Hospital W invited me to 
attend this study day as I was a researcher and they thought I would be interested. 
However, they did not think it appropriate to invite any of the physiotherapists they 
actually worked with to attend with them. I was therefore the only non-nurse on this 
trip to Burford, and, as became apparent during the day, the first physiotherapist ever 
to visit. During the morning the primaiy nurse leading the day made several 
disparaging remarks about physiotherapy. She emphasised the poor working 
relationships between nurses and physiotherapists on the primaiy nursing wards and 
explained that this was due to the refusal of the physiotherapists to change their 
practice. I asked whether the physiotherapists had been involved in any of the 
meetings held about primaiy nursing but was told that no it had not been seen to be 
necessaiy. I managed to speak with one of the physiotherapists who worked on the 
ward and she said that relationships between the physiotherapy team and the nursing
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staff were very poor and that there were times when the physiotherapists refused to go 
onto the ward because of this. Having discovered that I was a physiotherapist the 
primary nurse apologised for some of her less temperate remarks about my profession 
but stuck to her arguments that physiotherapy input was incompatible with primary 
nursing. She explained that physiotherapists were not prepared to change their practice 
to fit in with the philosophy that underpinned primary nursing.
This visit to Burford Hospital provided me with more evidence that the poor 
relationships I had uncovered in the two settings I was studying was not isolated but 
appeared to reflect a conflict between two professions. It also appeared that this was a 
conflict that was not going to be openly discussed. Several nursing articles on multi­
disciplinary working emphasised the valuable contribution made by physiotherapy; 
indeed some of these articles were written by the very primary nurses at Burford who 
admitted privately that they did not value physiotherapy. No attempt was made to 
deceive the primary nurse at Burford about my identity but on speaking to her 
afterwards it was clear that it was only because she assumed that she was talking to a 
group of nurses that she had said what she really thought about physiotherapy. This 
indicated that the collusion that had been evident at Hospital N between the 
physiotherapist and nursing sister in covering up their poor relationship was part of a 
much wider collusion throughout the two professions.
Back in the setting (Hospital W) one interview with a primary nurse on the ward 
moved onto models of nursing practice fairly quickly. This was at a time (1987) when 
a lot of work was being published in the nursing literature on different models and the 
theories on which they were based, but there was little evidence that physiotherapists 
were having the same discussions. An examination of the nursing literature therefore
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proved extremely valuable and led to a re-examination of the data from the fieldwork. 
In the interviews in the other setting (Hospital N) I found what appeared to be a 
difference in models being used as the basis for practice between the nurses and 
physiotherapists. In an extremely traditional ward setting where nurses saw 
physiotherapy as something 'done to the patients' there was a senior physiotherapist 
describing her work as being based on a holistic approach.
It was this difference in explanations of practice that led me to examine and reflect on 
the theoretical models presented in the medical literature. This formed the basis for 
the theoretical framework of the next part of the study. The data from the period of 
prior ethnography, the fieldwork findings, and the literature were analysed from the 
perspective of models of healthcare. What became apparent was that both within the 
profession of physiotherapy, and at its interfaces with other professions, a difference in 
the models used as the basis for practice could be an explanation for tension and 
conflict.
Within physiotherapy different models were being used in practice; a medical or 
curative model appeared appropriate in some settings such as sports physiotherapy, a 
more holistic approach in work based on client groups such as elderly care. 
Additionally physiotherapists who were using modalities such as acupuncture and 
reflexology were basing their explanations of what they were doing on traditional 
Chinese medicine (TCM). The special interest group conferences provided a forum for 
an examination of the interfaces between various specialities within physiotherapy and 
data from these conferences and their reports supported the argument that different 
groups were using different theoretical models and that there was tension because of 
this.
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Reflection on the different models being used in practice identified that both 
professions used a range of models depending on the personal beliefs of individuals 
and the influences to which they had been subject. The appropriateness of these 
models seemed to be be dependent on the setting and the client group. Models were 
therefore not profession specific but where different models were being used by 
different professions conflict was evident.
The examination of the interface between nursing and physiotherapy had uncovered 
issues about physiotherapy which were beginning to be addressed in the physiotherapy 
literature. Reflecting on how nurses saw physiotherapists and physiotherapy had led 
me to focus on trying to establish how physiotherapists saw themselves. I found a 
profession which did not articulate clearly what it had to offer and its value. It could 
be argued that my being a physiotherapist may have led to them assuming that they did 
not have to explain it to me, that I would understand and value it without them having 
to articulate it. However, the interviews were conducted in a way which minimised 
this possibility and every opportunity was provided for physiotherapists to justify what 
they were doing. These interviews were conducted 13 years ago and the developments 
in the profession, particularly the move to Higher Education, may have improved the 
ability of physiotherapists to articulate what they do.
The link between practice and theory appeared at this stage in the study to hold a key 
to discovering what physiotherapists were doing. Data from the fieldwork interviews 
had provided a series of clues that this link needed to be explored, but little evidence 
that physiotherapists in practice would provide the evidence through interviews or 
observation. The data that led to the analysis of a paradigm suitable for physiotherapy 
practice was provided therefore from other sources. One source was the tacit
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knowledge I brought to the study from my period of prior ethnography as a 
physiotherapist (see p69); another source was the ongoing involvement I had with the 
profession during the years of the study; a third was the literature in which the 
profession was beginning to discuss why it was doing what it was doing, and to 
question its dependence on the medical model.
Calls within the literature for the development of paradigms appropriate to 
physiotherapy practice led me to examine and reflect on the need to retain what was 
valuable about existing theoretical frameworks. Physiotherapy had made good use of 
the medical model and it appeared not to be ready to reject this totally in all settings. 
Certainly much physiotherapy education still relied on a mechanistic approach to the 
human body. However, other models were increasingly being used by 
physiotherapists to explain and justify their practice. What was needed was a 
framework which captured the range of models that physiotherapists were using and to 
tie it in to the work on the development of professions and the relationships between 
professionals.
A study which started as a quest to discover why physiotherapists and nurses did not 
always work well together developed into an examination of the practice of 
physiotherapy. Physiotherapy was studied within a framework determined by cultural, 
historical and theoretical influences. All these were examined during the course of the 
study and provided direction and substance. The outcome was an identification of 
factors which need to be taken into account by the profession of physiotherapy as it 
develops practice fit for a new era.
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7. CONCLUSION
This thesis is an exploration of a profession through the stories told by its practitioners 
and by the profession itself, through its history, social context and view of itself.
While working as a clinician I frequently asked questions about why things were the 
way they were and was eventually told very firmly that no-one else had the answers to 
these questions and that if I wanted them I would have to find them myself. The 
process I was told was called research.
"Curiosity is one of the most important attributes of a 
successful fieldworker. The need to know why people do 
what they do - to understand where they came from and 
where they may be going, how one generation passes its 
values to another - is one of the inner drives necessary to 
unlock the mystery of social interaction." (Fetterman 1991 
P88).
7.1 The Study
An emergent, naturalistic design was chosen, or at least discovered during the study 
when I became anxious that I did not have an answer to those people who kept asking 
me what method I was using. This type of methodology draws widely on socio- 
anthropological studies of societies and cultures, and was largely developed during the 
1970s and 1980s. It was influenced by the development of feminist research where 
gender was no longer another variable to be controlled, but a valid stance from which 
to examine the human experience (Mies 1983). Naturalistic designs, or listening to the 
stories participants have to tell, whether in words or through observation, is widely 
used in educational research, research into the effectiveness and appropriateness of 
educational programmes or interventions. This all mirrored what I wanted to find out
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about my own profession - physiotherapy - and its relationship with other players in 
the health care arena. My search for meanings rather than facts led me away from the 
classic experimental design; my belief that everyone's story has validity and that 
numbers do not necessarily make something more meaningful led me away from a 
quantitative design; and my belief that we all experience our own reality which can 
never be the same as anyone else's to a phenomenological approach.
"...naturalism is the approach that, in contrast to positivism's 
scientific model, accords primacy to subjective experience, 
is pre-occupied by the multiplicity of perspectives, and is 
reluctant to aggregate data by quantification." (Fielding 
1993 pl47).
The choice of a naturalistic design enabled the study to authenticate the experience of 
the individual stories (Whyte 1984, Bergen 1993), to justify the position of the 
researcher within the study (Marshall 1981, Rowan 1981), and to allow for an eclectic 
and pragmatic approach to the development of a methodological and theoretical 
framework for the study (Parlett 1981).
The danger in choosing such a design, or in allowing it to develop throughout the study 
lies primarily in 'confirmability bias' (Edwards 1968 cited Miles and Hubermann 
1994). There is inherent in this kind of work a temptation for emerging data which fits 
in well with earlier data to be used to make a stronger case than is actually warranted. 
In other words, if the data I was finding confirmed what I already thought I knew 
about the profession, its relationships with others and how it viewed itself then they 
may be used inappropriately and at the expense of data that did not fit my own view.
As Miles and Hubermann (1994) put it "Plausibility is the opiate of the intellectual".
In addition, the adoption of a subjective approach to the study inevitably means that
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personal interpretation of data will lead to bias. This study is not replicable as carried 
out by another would develop differently, and even if carried out again by myself 
would be within a different timeframe, different context and different world to the one 
in which the existing study occurred. There can be no defence of this other than that 
the researcher makes the study what it is and whatever illumination occurs would not 
have occurred had the study never been carried out. No single piece of work can tell 
more than part of the story of physiotherapy but, fortunately, 'it is not necessary to 
know everything in order to understand something'. (Geertz C 1973, cited Wolcott 
1994).
The likely, inevitable even, impact of the researcher on the field is well documented:
"You are likely ... to create social behaviour in others that
would not have occurred ordinarily informants will often
craft their responses to be amenable to the researcher and to 
protect their self-interest." (Miles and Hubermann 1994 
p265).
However, the care with which the interviews in particular were constructed and carried 
out, and the sensitivity both to the likelihood of influencing the setting and the 
participants, to a large extent mitigate against this invalidating the data collected. The 
other strength of the design that would have helped in this was my position within the 
framework of the research study - not being a 'stranger to the field' and able to 
understand the context within which the fieldwork was being carried out.
In the end, the findings are not of fact but of meanings and as such the study can only 
be judged by the extent to which it has been successful in shedding some light on the 
practice, context and theoiy of physiotherapy.
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" Or, as the lion in Aesop said to the Man,'There are many 
statues of men slaying lions, but if  only the lions were 
sculptors, there might be a different set of statues.'"
(Tuckman 1981 cited Miles and Hubermann 1994 p265)."
Had this approach not been adopted then large amounts of data would have been lost 
to the study. The data from the period of prior ethnography provided context for the 
interpretation of the findings; the data that came from just one or two people moved 
the study forward but could not be validated through quantification; the data provided 
by the stories illuminated the study and led to the next stage; the flexibility to follow 
my interest led to new insights as did the freedom to use my own judgement about 
what I should do next and who I should speak to (Fetterman 1991); and finally, the 
use of a technique which was about getting people to describe their experience of 
events (Whyte 1984) led on to the question And why? which essentially formed the 
basis of the thesis.
Perhaps the biggest challenge of the methodological framework adopted in this study 
was its open-ended nature. The temptation was never to finish, to carry on finding out 
more about the area and never to draw a final conclusion. In Parlett's terms this is the 
very value of the approach taken; what could be seen as a weakness of the study, its 
open-ended nature, facilitated the emergence of new lines of enquiry as data was 
collected and analysed. (Parlett 1981).
A significant decision in the study was to study relevant history to contextualise the 
development of physiotherapy as a profession. Whyte (1984) and Crombie (1996) 
acknowledge the importance of this in claiming that any study of an organisation or 
community must be built on a firm historical basis and must incorporate historical data 
into its analysis. Crombie (1996) in particular stresses the importance of studying
172
history to understand disease and medicine. This decision to examine the history of 
the profession and the context within which physiotherapy developed opened up 
contextual areas such as the development of physiotherapy within a male-dominated, 
science worshipping, medical hegemony; the role of women in society throughout the 
development of organised medicine; and physiotherapy's emerging place within the 
framework provided by the growth of medicine.
Physiotherapy's relationship with science, medicine and in particular with the bio­
medical model of health formed a key theme of the thesis. Its position as the dominant 
model in society, health care and physiotherapy was examined and the still current 
relevance of the mechanistic approach to the human body expounded by Descartes. 
This relationship gave rise to tensions that are evident in practice, research, education 
and management. These have been explored by providing snapshots of the profession 
at certain key times when tensions were evident in making decisions that shaped its 
future.
Such moments include the portentous decision of the 'founders' to accept medical 
domination, the struggle for the development of specialisms within the profession, and 
physiotherapy's pragmatism in dealing with new challenges by incorporating new 
modalities (latterly Swedish remedial exercises and Galvanism, more recently lasers 
and acupuncture).
The tension continues and is evident within the physiotherapy research community by 
the continuing debate over developing appropriate methodologies for physiotherapy 
research (Parry 1991 and 1997, Roberts 1992, French and Swain 1997, Newham
1997), in education by the continuing debate about the education for practice which is
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acknowledged as being more geared towards hospital working (Potts 1996), and in 
management by the need to describe and quantify physiotherapy services in terms 
which are understood by those who ascribe to a medical model of care (Roberts 1990's 
personal experience).
The main findings from the study as a whole are that there is a range of models 
available and used by physiotherapists to explain their practice; those most commonly 
identified are the bio-medical model, the bio-psycho-social model or summative 
dualism, social and holism; the literature indicates that there is a poor understanding 
of the basis of these and their implications for physiotherapy practice; any potential 
tension generated by an examination of the assumptions of the models is resolved 
within the profession, as within medicine, by watering down these models to make 
them compatible with existing paradigms.
The rise of interest in alternative philosophical bases has been generated by two 
factors. One was the adoption by physiotherapists working without direct medical 
referral of a non-medical model of care. The need to articulate this led to attempts 
being made to fit it into a holistic framework, particularly by those groups of 
physiotherapists who identified themselves by client groups such as elderly people or 
children. Those working with physically disabled people picked up the social model 
and ignored the polemic argument about rehabilitation therapists being one of the 
problem disabled people faced. The other issue which is currently driving the 
development of alternative models is the adoption of modalities such as acupuncture 
and reflexology which clearly challenge the medical model's basis of treating disease. 
The extent to which the adoption of modalities based on an Eastern philosophy 
challenges the traditional basis of much existing practice should not be underestimated.
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The mechanistic model of Descartes is still the key influence in physiotherapy and 
continues to underpin much practice. Physiotherapy cannot sit in isolation from the 
rest of health care and society and is bound by the continuing dominance of Cartesian 
reductionism.
"It remains true to say that our own world-view is heavily 
influenced by the mechanistic notion of the bete-machine 
and all its implications for biology and medicine. In this 
sense, the mechanistic physiology of Descartes and others 
can be seen as the origin of the modem biomedical 
sciences." (Heniy 1997 p69)
The search for new paradigms, new ways of thinking, new ways of explaining 
physiotherapy, has been identified particularly within the last decade. (Tyni-Lenne 
1989, Parry 1997). Kuhn (1962) identified moments within the development of a 
discipline that force the pace of change.
"...when...(a) profession can no longer evade anomalies that 
subvert the existing tradition of scientific practice - then 
begin the extraordinary investigations that lead the 
profession at last to a new set of commitments, a new basis 
for the practice of science." (Kuhn 1962 p35).
Parry (1997) has argued that physiotherapy is in the process of proceeding through 
Kuhn's model of scientific change but is multi-paradigmatic and will gain little by 
turning its back on anything. This is the pragmatic model that is so evident in the way 
physiotherapy has developed its practice and its knowledge base. However, there is 
clearly a need to choose wisely in the search for meanings behind what 
physiotherapists do. The pragmatism that led to alliances with contemporary dominant 
models have served the profession well at times, but have also restricted its journey 
towards true professional autonomy. Parry (1997) talks of the 'joy' of pragmatism in
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research and practice in accepting that:
"all knowledge is hypothetical and subject to change, 
modification and evolution; that knowledge in 
physiotherapy has no permanent status, but enjoys current 
acceptance." (Parry 1997 p428)
The strength of this argument lies in its acceptance of the reality of physiotherapists 
using whatever is fashionable in theoretical concepts to justify physiotherapy practice; 
physiotherapists can happily go on doing what they have always done and just adapt a 
current theory to explain why it is effective.
The weakness of it is that is makes physiotherapy a profession that has not taken 
ownership of a knowledge base that it has developed and called its own. It describes a 
profession that waits to be challenged and then searches for an acceptable piece of 
received wisdom to explain what it is doing. A more assertive, independent and 
proactive approach to developing an identifiable knowledge base can only serve the 
profession well and has been called for by Parry herself (1991,1995 and 1997; 
Richardson 1993; Roberts 1994).
There is then a need to respond to the calls for the development of a new paradigm for 
physiotherapy, with the pragmatism of a profession which is essentially practice-based, 
and without rejecting what has served us well and can be used as a springboard for 
such a development (Pany 1997). This study has identified those components, both 
contextual and theoretical which I believe must be incorporated into the development 
of such a new paradigm for physiotherapy.
7.2 Strong professional identity
The discipline of physiotherapy needs to be able to articulate what it is doing, in it own
176
terms, if it is to justify its claim to be a profession. (Friedson 1970a; Larkin 1983; 
Miles-Tapping 1985; Jones 1991; Richardson 1992; Pany 1995). There was evidence 
from the fieldwork that physiotherapists are not confident about articulating what they 
do. However this data was collected more than a decade ago and from a veiy limited 
group within one area of the practice of physiotherapy. This finding cannot therefore 
be generalised or transposed into contemporary accounts of the profession. However it 
echoes, and reinforces, calls for the profession to be able and ready to do just that in 
the face of continuing challenges (Grant 1995, Potts 1996, Pany 1997).
Attempts to produce a definition of physiotherapy have yet to come up with one that 
has stood the test of time. This is reflected in the way these definitions have changed 
over the years to reflect both the changes in the context of the provision of 
physiotherapy and the aspirations of its practitioners. This may reflect the changing 
face of a profession that is above all pragmatic ready to respond to the changes and 
challenges that confront it, or it may reflect a profession that still does not really know 
what it is within its framework that is unique and worthy of being defined. (See 
Appendix G for definitions of physiotherapy 1974-1996).
There has yet to be written a definition that is flexible enough to encompass all that 
physiotherapy is and does, while being focused enough to identify the unique package 
that is physiotherapy and that clearly identifies us as a separate profession. It may be 
that such a definition will never be more than a marketing tool, and will never be able 
to fulfil the aspirations of a disparate group of professionals arguing from the 
perspectives of different needs - educationalists, researchers, practitioners, managers, 
commissioners and providers of physiotherapy. However being able to articulate what 
distinguishes the practice of musculo-skeletal physiotherapy from say the practice of
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musculo-skeletal medicine must be a step towards identifying the springboard from 
which the profession can move towards identifying its own knowledge base.
7.3 Relevant knowledge base
An identifiable and articulated knowledge base is essential to support claims that 
physiotherapy is a true profession. Physiotherapists have traditionally relied upon 
theory and knowledge developed in other disciplines such medicine, physiology, and 
psychology, as befits a professional supplementaiy or even subordinate to medicine. 
Work is now being done in areas which are not coterminous with that done by other 
disciplines and is being done by physiotherapists within a physiotherapy framework. 
Examples of this are the work physiotherapists are doing in developing models of pain 
management (Gifford 1998), and in developing models for clinical reasoning (Jones 
1992 and 1995). These models build on, and make use of, knowledge gained and used 
within other disciplines but are grounded in physiotherapy practice. We are now 
seeing the development of theoretical models which are physiotherapeutic models 
linking theory and practice and which make sense only within the framework of 
physiotherapy practice. They are models which may be recognised as valid by others 
but would not form the basis for others' practice. They question is whether they are 
more than just descriptive models and have been developed into theoretical models 
which make them a sound base for further theoretical work.
As a profession we need to legitimise our own knowledge of what works and thereby 
lay claim to our own knowledge. Much may be 'borrowed' from other disciplines but 
the package is physiotherapy - what we accept, what we reject, how we make use of, 
and apply that theory is what distinguishes us from other disciplines, and we need to 
claim the work, practical and theoretical that is being done within framework of
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physiotherapy as physiotherapy knowledge.
7.4 Existing models
Bio-medical model
Western medicine is based on the bio-medical model and seeks to identify and treat 
specific diseases. The identification of a causal agent has been a driving force behind 
the development of the knowledge and power base that is dominant in contemporary 
health care in western society. The germ theory is still the basis for much of what is 
prescribed and practised, as new projects are undertaken and new knowledge 
uncovered its acceptability and usefulness is still determined by the extent to which it 
can be used to identify the cause of disease and illness. The human genome project is 
one such example where the prevailing popular interpretation of cause and effect has 
led to claims of the discovery of genes which cause homosexuality, aggression in 
women, and poor spatial awareness - all of which have been at least temporarily 
defined as illnesses amenable to treatment now that the causal agent has supposedly 
been identified.
The bio-medical model has served society, medicine and physiotherapy well in
providing a framework for the development of an understanding about the human body
and its frailties. However it is not the all encompassing model claimed by the medical
profession and its usefulness is largely contextual. Its appropriateness to
physiotherapy practice has been challenged (Stachura 1994; Roberts 1994; Parry 1997)
but as yet there is little evidence that it is about to be discarded. Indeed Roberts (1994)
argued that it is too fundamental to the practice of physiotherapy to be discarded. It
serves as a useful model particularly for those practising musculo-skeletal
physiotherapy, working closely with doctors in acute branches of medicine, and allows
physiotherapists to claim a legitimate place within the wider medical arena.
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Whatever the new paradigm is that physiotherapy adopts it will, I believe, continue to 
make use of the medical model, particularly when working in contexts and with 
colleagues and patients, for whom this is the most appropriate and relevant paradigm. 
The challenge is not to see it as an either or situation but to absorb it into a new way of 
thinking and articulating what physiotherapists do.
Holistic model
Holism, as Smuts described it, incorporates both the sense of wholeness and of 
patterns. He saw the reality of the world not as matter, but as arrangements, or flexible 
changing patterns. (Smuts 1929 cited Smuts 1952). Eastern medicine is similarly 
based on discovering patterns, on restoring balance and harmony There are strong 
echoes of Smuts’ holism in descriptions of Traditional Chinese Medicine (TCM):
"(it) demands the artistic sensitivity of synthetic logic - 
always aware that the whole defines the parts and that the 
pattern may transform the significance of any one 
measurement within it..." (Kaptchuk 1983 pl9).
"The Chinese method is thus holistic, based on the idea that 
no single part can be understood except in its relation to the 
whole. A symptom, therefore is not traced back to a cause, 
but is looked at as part of a totality. (Kaptchuk 1983 p7).
Another strong link between holism and TCM is the emphasis on movement and 
change. The Chinese assume that the universe is continuously changing and that its 
movement is the result of 'an inner dynamic of cyclical patterns'. (Kaptchuk 1983). 
Smuts talked about the whole not just being greater than the sum of its parts but 
producing a force that allowed progress to be made and the 'additional building of 
creation’. (Smuts 1929, cited Smuts 1952). Continual change and continual 
movement, are therefore integral to both Smut's holism and TCM.
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Acupuncture and reflexology are modalities which physiotherapists have incorporated 
into their mainstream practice over the past two decades. They are used because they 
work and because they have links with the existing paradigm of physiotherapy - they 
are physical interventions not linked with surgery or drugs but with enhancing the 
body's ability to heal itself. The drive to justify them in western scientific terms has 
led to physiotherapists articulating two veiy different explanations - one based on 
TCM and one based on western scientific thought. (Ellis 1994; Filshie and White
1998). Those training courses for physiotherapists in acupuncture which are 
recognised by the Acupuncture Association of Chartered Physiotherapists (the 
majority) provide both TCM and western explanations for the effectiveness of the 
modality.
The choice of the model the therapist then offers appears to depend on the world-view 
of the particular physiotherapist offering the explanation and their judgement of the 
world-view of the recipient of the information. Physiotherapists seem less interested 
in which explanation as to why these modalities work is true and more interested in the 
fact that they work. Evidence again of the pragmatic nature of physiotherapy.
So we have on offer an theoretical model - holism - that covers the desire to work to 
more than the mechanistic approach of the bio-medical model, has clear links with the 
currently fashionable TCM approach, and which emphasises change and movement. 
Physiotherapists need to work with this model to identify how their practice is being 
affected by the adoption of it and to what extent it is really used in a way that is more 
than summative dualism.
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Social model
This is essentially a polemic model which is currently being used by the disability 
movement as a basis for developing a civil rights movement (Roberts 1994; French 
1994) . This is not a model that can be picked up and used as it stands by 
physiotherapists as it writes rehabilitation professionals out of the picture completely 
(Roberts 1994). However it does have a story to tell that the profession must listen to 
(French 1992). There are challenges for the profession and for individual 
physiotherapists over, for example, the issue of disabled people training as health 
professionals; the challenge of not locating the source of the problem always within 
the patient, and the need to resist treating everyone encountered in practice as a patient. 
The impact that this has had on physiotherapy along with other health services is 
evident in the search for acceptable term. Disabled people object to the term patient 
being applied when they are not ill, and the profession has responded by using other 
terms - client, service user, customer, person - all of which are at times appropriate and 
at times inappropriate. The use of such terms appear to be reflecting the 
appropriateness of different models.
There has also been a strong influence on the development of appropriate research 
methodologies which take into account the experience of disabled people themselves 
and which rejects the positive approach to research. The recognition of the expertise 
that disabled people have about themselves and their experience has been manifest in 
disabled people such as French, Morris and Oliver undertaking research themselves, 
not being the subject of other people’s study.
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7.5 New Relationships
New relationship with patients
This is an issue in which context is extremely influential. Consultants held the power 
base within health care for many decades. The health care reforms of the late 1980’s 
and 1990’s shifted a lot of that power into the hands of General Practitioners. Within 
medicine this may be a revolution but it still left medical doctors in the driving seat for 
the development and delivery of health care. Doctors work to and want from others 
primarily a curative model. Contextualisation in primary care affords possibilities for 
both the development of a highly medical model and a more holistic approach. The 
move to primary care has led to physiotherapy out-patient services (largely musculo­
skeletal physiotherapy) moving out of large district general hospitals into the local GP 
surgery or health centre. GPs purchased (under fund-holding) or commission a 
curative model of physiotherapy. What GPs want is a quick fix for the painful backs 
and necks they see in their surgeries. Physiotherapists have responded by providing 
this but, pragmatic as ever, are adapting new modalities such as acupuncture to fit in 
with their musulo-skeletal work. Working therefore in a setting which demands 
adherence to the medical model they are nevertheless using modalities which arose out 
of TCM and providing scientifically plausible explanations for what they are doing 
(Ellis 1994, Michie, Drew and Langdon 1996).
The move out of acute hospital settings and the range of settings apart from GP's 
surgeries which are not accessible to physiotherapists, such as patients’ homes, 
community centres, leisure centres, have also meant that physiotherapists have had to 
renegotiate their relationship with patients. The physiotherapist may be the expert but 
may now be on the patient’s territory. The knowledge and perspective of the
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individual - whether patient, customer or client - needs to be taken into account in a 
way that can be largely ignored in hospital. Again, it is context which is providing the 
challenge for physiotherapy and will continue to do so, demanding a paradigm that 
involves continuous change.
New relationship with other health professionals
This is where this study began. The starting point was the experience of variable 
relationships with nurses. This was the discipline that physiotherapists working with 
elderly people in hospitals had more contact with than any other. The issues that arose 
from the fieldwork gave rise to other questions that needed exploring and led on to an 
examination of theoretical models of physiotherapy and the finding that the practical 
models that are used in eveiyday nursing and physiotherapy practice give rise to 
tension and conflict when there is a mismatch.
Team working has been a key issue within health care. The existence of different 
disciplines, different professions, in health care may have arisen from the drive 
towards specialisation and the relentless force of reductionism. This would have led to 
professions each grabbing a bit of the body or a bit of practice to justify their continued 
existence. However, the evidence from the examination of the development of 
physiotherapy leads to a view that there were disparate groups working independently 
within society, all attempting to affect people's health. As medicine established its 
hegemony these groups got pulled in and negotiated their relationship with medicine in 
different ways.
However it arose, the fact is that health care is largely delivered by more than one 
profession and that there is a push for that delivery to be coordinated to ensure the
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patient gets the best possible package (DoH 1999). Potts (1996) identified several 
forces that are likely to influence how this happens, some political, some practical and 
essentially for the benefit of the person in need of health care. A naive view is that 
this happens in hospital with a doctor in charge and everyone under one roof and 
working under one system with good communication in place. However it is clear, 
from personal experience, from the fieldwork and from recent government calls for 
more work in this area, that being in close proximity, having the means to 
communicate well and co-ordinate care does not mean it happens. Care can and will 
be provided by individual professionals irrespective of what anyone else is doing.
The move to community based health care has made the issue of communication and 
coordination of care physically more difficult. The model of one physiotherapist 
working in each GP practice has not happened (DaSilva 1990). In the 1990's and early 
2000's physiotherapists are more likely to be working across several practices, or in 
the private sector with contracts with several GPs. They will not have access to the 
same facilities and so communication may suffer. However, this challenge may have 
focused minds on the need therefore to develop systems that allow for better team 
working. The evidence from the fieldwork did indicate that where problems between 
professional groups had been identified and acknowledged effort was more likely to be 
put into finding ways of improving things. Again, this was evidence from one setting, 
at one particular time, but serves as a useful indicator that communication does depend 
on a recognition of the importance of and a willingness to communicate.
The move to primary care therefore and the growth of the independent sector in 
physiotherapy means that coordination of care delivery is likely to be more difficult, 
but paradoxically may be identified as a potential problem with resources being
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directed towards solving it.
Potts (1996) has recognised the possibility of this challenge being met by the merging 
of professions; whether individual professional groups will manage to resist this 
remains to be seen but whatever happens physiotherapists have to absorb the culture of 
inter-disciplinaiy care giving into a new paradigm (Smith, Roberts and Balmer 2000; 
Roberts and Smith 2000).
New relationship with medicine
I would argue that there is a clear need to redefine and renegotiate the relationship 
physiotherapy has with medicine. There has been over the years a gradual move away 
from the totally dependent model negotiated towards the end of the last century. 
Physiotherapists now have the right to practise autonomously as first contact 
practitioners. The profession is beginning to develop its own knowledge base, and is 
taking up the challenge of research to demonstrate its effectiveness. The move to 
higher education has been a key factor in providing physiotherapists with the skills and 
maturity to do this. However a key issue relates to the theoretical framework within 
which physiotherapists undertake the research and lays claim to a knowledge base. 
While that theoretical framework is based largely on the bio-medical model, or 
variations on it such as summative dualism, then the knowledge base will serve to 
reinforce the dependent relationship physiotherapy has with medicine. To move to an 
independent stance, and ultimately to interdependence in those areas where this would 
be more appropriate, physiotherapy research needs to be based on a theoretical 
framework that takes account of, indeed is built on, the differences between 
physiotherapy and medicine, rather than the similarities.
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While there was a great move to professional autonomy in the 1970s and 1980s, the 
shift to community, often GP based practice posed yet another challenge for 
physiotherapy. Issues over medical hegemony are still largely unresolved and the 
move to Primary Care Groups, with GPs being guaranteed the Chair of these groups 
and a majority of the voting membership, will not challenge the dominance of 
medicine within health care. Indeed it could be argued that the move to take power 
out of the hands of hospital based consultants, and give it to GPs has given back 
control of physiotherapy practice to the medical profession. Under fundholding 
arrangements in the early and mid 1990s GPs were purchasing physiotherapy; with 
the change to PCGs GPs will be commissioning physiotherapy. In both these models 
GPs will be deciding what they want and therefore what physiotherapy is to be 
practised within that framework. As they largely, by definition, work to a medical, 
curative model this poses a big challenge to the profession. Having lost the right to 
control physiotherapy through an exclusively medical referral system, doctors have 
regained control through financial measures.
One of the significant moves that the profession has made in recent years is the move 
away from considering the NHS as the normal employer of most physiotherapists for 
most of their professional lives. There has been a rapid growth in the number of 
physiotherapists working in non-NHS settings with 35% of new graduates not 
intending to work in the NHS for longer than three years and 52% not expecting to 
spend the majority of their working life in NHS employment. (NHS 1999). There is 
no firm evidence as to why physiotherapists are abandoning their traditional employer 
in such large numbers. Pay is clearly an issue but there is some anecdotal evidence 
that loss of professional autonomy within the NHS is a factor. (Roberts 1999 personal 
communication). It may be that the medical model is not so dominant in non-NHS
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sectors and that physiotherapy is freer therefore to develop non medically determined 
practice.
Whether the future of physiotherapy lies within the NHS or not will influence how the 
profession continues to develop. The formation, development and reformation of the 
NHS provided perhaps the most important contextualisation for the development of the 
profession of physiotherapy. Physiotherapy existed however before the formation of 
the NHS in 1948, and has had a significant private sector ever since. It may be that the 
focus shifts away from NHS employment, to the detriment of the NHS, to independent 
practice; whatever happens it is the determination with which physiotherapists 
continue to pursue true clinical autonomy, based on physiotherapy knowledge, that 
will determine to what extent physiotherapy attains full professional status.
7.6 A Paradigm Shift
Kuhn (1962) is veiy clear in his message that a true scientific revolution involves 
throwing off the old to take on the new:
"Each (scientific revolution) necessitated the community's 
rejection of one time-honoured scientific theory in favour of
another incompatible with it a new theory, however
special its range of applications, is seldom or never just an 
increment to what is already known. Its assimilation 
requires the reconstruction of prior theoiy and the re- 
evaluation of prior fact...." (Kuhn 1962 p6).
Kuhn discusses the way history is written, re-written and adapted with hindsight to 
provide what appears to be an incremental growth in the development of a knowledge 
base. The reality is different, with the past needing to be adjusted to fit in with the 
present.
It is difficult to see how physiotherapy can reject the bio-medical model upon which so
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much of its practice is based, and which is still the predominant paradigm for most 
health care. However, it may be that holism will provide a way of building on existing 
knowledge and moving forward. Traditional Chinese Medicine is attractive because of 
its veiy practical approach to treating people and symptoms and offers a comfortable 
paradigm based on the restoration of harmony; the bio-medical model has a key 
element which is about homoeostasis - a restoration of normal function, a continual 
force to return things to what they were. Both systems are therefore based on concepts 
of restoration, of returning things to normal, to a state that existed before the person 
became ill.
What holism offers over and above these two models is the element of incremental 
change found in Smuts' claim that the whole generates more force that the sum of the 
parts can provide, and that force is a force for change, movement and advance. Holism 
is about change, about moving on and about continual creation, not about returning 
things to a previous state.
This element of holism has largely been lost from contemporary accounts of the 
model. The literature concentrates on those elements which essentially comprise 
summative dualism - adding together our knowledge about the parts of the person and 
coming up with something that is more than just the bio-medical model. Most authors, 
within physiotherapy and in the larger health care field, ignore concept of change. 
Holism has been moulded to fit in with concepts of restoration and homoeostasis rather 
than its original meaning of movement and change.
Physiotherapists have a pragmatic approach to practice. They adopt and adapt old and 
new modalities as a base for their practice; they continue to adopt and adapt new
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Figure 4 Components of a new paradigm
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models as a base for a physiotherapy paradigm. The knowledge base is drawn from a 
range of sources and adapted to fit in with physiotherapy practice.
The challenge for the future is to expound a theoretical framework of physiotherapy 
which is a redefinition of the relationship between the medical model and holism, and 
incorporates elements of the social and TCM models. Rather than seeing holism and 
the bio-medical model as two incompatible models between which physiotherapists 
need to choose, treating either the person or the disease, we need to use the holistic 
model as the blueprint for developing a physiotherapy paradigm. We need to take the 
elements, the parts of the models we are currently using, add them together and allow 
the wholeness of physiotherapy to generate the force that will move both us and health 
care forward (Figure 4).
The concepts that physiotherapists are currently using to define, justify and provide 
their practice can be added together into a theoretical framework that comprises all that 
physiotherapists do, and believe. A summation of the world-views and practices of 
both individuals and individual parts of the profession, will produce something that is 
greater than the sum of its parts. Smuts identified incremental change as the key 
mechanism for improvement; rather than Kuhn's overthrowing of the old order, or the 
stasis of models based on balance, holism provides a driver for movement and change, 
newness and renewal.
It is the wholeness of physiotherapy that will move knowledge and practice on. A 
holistic framework is one within which individual components can exist and can 
amount to more than if they were separate components. Physiotherapy practice 
provides the glue that binds the bits, adds meaning and creates something new,
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greater, and better.
Perhaps the context for this paradigm shift can be provided by a country which has at 
long last emerged out of the domination of white colonialism into a new future; the 
search for patterns and meanings in the chaos of post-Boer war South Africa can 
provide the impetus for the search for patterns and meanings in the practice of a 
profession which will one day emerge from the domination of medical hegemony.
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Appendix A
Letters agreeing co-operation with study
Chairman — Air. Robert B. Robinson T J)., J.P.
DISTRICT GENERAL MANAGER 
C. J. M. NEWTON, AJLA.
WHITWORTH HOSPITAL 
330 BAKEWELL ROAD 
DARLEY DALE 
MATLOCK DE4 2JD 
Telephone: Matlock (0629) 3846
Please ask for: Ext:
Your Ref.
Our Ref. 5th March 1987
Dear Mrs. Roberts,
Thank you for  your l e t t e r  o f  2nd March asking  
i f  we w i l l  p a r t ic ip a te  in  your s tu d ie s  o f  in t e r ­
d is c ip l in a r y  care o f  e ld e r ly  p a t i e n t s .
We s h a l l  be very p leased  to  p a r t i c i p a t e .
Mrs. Pennie Roberts,
DHSS Remedial Therapy Research F ellow ,  
S h e f f ie ld  City P o ly tech n ic ,
36 C o l le g ia te  Crescent,
SHEFFIELD S10 2BP.
Yours s in c e r e ly
VUX V O J -P O O iA
Nursing O ff ic e r
SHEFFIELD AREA HEALTH AUTHORITY (TEACHING)
N.E.8
Your Fk£
Date 12th May 1987 MEMORANDUM OurR«f: p.t:ECB:SMB
From: Mrs E C Brewer To: Department o f  Health S tud ies
Superintendent P h y s io th era p is t S h e f f ie ld  City P olytechn ic
Nether Bd/je Hospital % C o l le g ia te  Jrescent
Osborne Road Sic .'f ie ld
S h e f f i e ld SU. 2DP
-----------S44 -9El-----------------------------------------------------
iirs Penny a o b e r t s  lias approached  t h i s  depar tm en t  r e q u e s t i n g  
our c o - o p e r a l i o n  in  h e r  r e s e a r c h  p r o j e c t .  ’.ve s h a l l  he p le a se d  
to o f f e r  our  s u r p o r t  in  t h i s  m a t t e r .
«
Appendix B
Example of notes from a field visit
l & . i o . g r  ______
U 'A S v V ' - f t?  \x> 'V eo j-^ jfR B B S& lL  •
v>Qx>^ NV Uj^) V.v^~ qJ l^T (^Wx-T ^
^  Vy^2v -  J r5\c^ ^ r e o ^ o x ^  '£ a > c a a a !> ^  b ^  6 r
sx jf  u^ -dls ex  ' i T ^ ^  v m t u 4l(3 Vo ^ -  t o
Va^ j p n c x ^ j  -\p^_oJr v\_v£X-Jf v o o a^ x  cxa- Cc l x  " i_  .
v  ^ A x ^ C (X A --b  ^ r C  -V r C o J r \x x £ /-J r  WIWa-^
C M €_ Io S \im ?^  vV ^ J 0 ^a3 ' vax\ a  V~ \j w a j w x j^ - T  £pc  ^ryju/vTJ2_
1ye&/w- A pvjui-Jto -t?=rvs \ s  -  K cm3 ^  t o
V a ^ £ a ^  A o  v /\ju ^ O j^  H - . K JJ^-bcsC  ^ fX X J ^ k s k ^ Q ^ C  ^vO_Gh  ^^
l/J f V a a O ^ >  ^A^n.'O- ^ J^ 5U -V ^  \J'QJ2j^$ S > L  .
V o /- \hM U *^tf2S
Tl££IA~- W aJ  A o &€&- I— J M B "  ‘t o j
\A>£a €_~ iyV h\\\.A a^ VVJO . ^  lxojQ ^  "Vv€£>vjr 'A M I/— |f“
I
ferSMM. ^ v J r  Ac? — b v ^ V o x a ^  A-
2M\m A\ t o  \f\AA^s/lXX)  ^ Al^_CiAvVs^^
e a * ^ c s  . K ^  e a x t o  ^ t u a x ~ s k /
aqv v^O  ^ /^ ^ 0 y J r s >  -  c x to iu  Ao s\o%ew$€__ A- ^  ^ - u L ^ p a w \ ^ J
A s  i/vsSXL q j$ \d iL a \  t o e x x i ^ ^ i s u f c  a J * ^ -^ - ^ n rL. •
^WYv. \j\>jwv&o —V V^a-nQvnOS . \£S& \x<A>-CL- OJ'OJ^ 'te^
^ T L X w r^  ^?s>\ -, ^ C X ^ N '^ Jc  U \ ^ b  ^ > 3 - ^
rC \ ^ 0 dJT vn^ J t  -tic^&AA. -H Jcfl^  O A /^ t^ X /T  ( s d e r ^ ^  •
vwiftA> Wx/K- oxxao^ ^  ^)oJx£vJr^
cx^ v V I V ^ vk^  e V t . vaaaao/^  vrraJrJ^
^ J r VS C t^TlA  ^ V^v- £is/) lW  ^ Vv^ - ^W -^V \0 ^WoJV^
^ w a^iao ^ x ~ c  Q^o'cA^^ c^ r ^VxaVw O-t -^ a
\J<N-&JL/T V\&t£> Vl^ pAeAAV ^W^VAO-S '^ VX^ tV.v. L-GjO VXATkii
x^tfL '^ xout^ c ^ S i CXJr -poJK'CaJt X k-
jVv^W^rQV" *- \N^ £jX>^ ^>0 r'W '^ i/v^  g^^ WX OC. —
^eX  cu ^ ex^ w x^  (^ T ^b-cAo — ioV ^  OyTz^+eJ
UvaQ_- VjOiX a'Ww ^  ^ r f  ^ caK ^ a J T ^  ^ f ~  V /^ s r u i^  W xaj^q __ \ q
^ e r H e A M ^  SeJ^I . H oJ ccl. xK >yO ^- ^ - ^ u ^ d V C e y ^
C ~  v ^ x a a tv ^ ^  W x a ^ j j ^  v  ^ e fo - ^ ( to K C £ a ^ T ^
p> -Vo ^W^p^no . P ^ £ p d o  ^CAau^  \no£JlX djLA^ rcxx^  
^  5oVcnJC- — \ iu 3 c  (SCO LS<Xb\Cu  ^>  I A a > w U ^
VdlASHA lA-Apvyn^o H -p L v^ d  o i 
Uatv^ T  N'W lX   ^ d^scW xAxy/N ouo Ve_SS
J^VaaQ'YA'O \/w^v/Jc . 
fa& M . ^  l^MLc) “Vo ^LMlAjvtoJo l o ^ l ^
>Vva^  — ^2X S KULCXAv "\\r^X f  CK 6l9lCA V- O X a
*n> W ov^  X ^ cGaa . cuj*q-T
a ja ^  B t  Cx^k V jx j^  V> 4 t ^ \ ^  . l /V r^ A y v ^ O A -J r
\V<&JT ^  o^ ca/3 ^  b& i-S. UULcaM ^
U6T \^5i\sJ& C  v ^ u J t te S . — b  X f  'T e ^ u A
\ ajCW Yc&£- - W .  N ^ a^ q^ Y V  'e ^ i d t m s v
(x/o ddSO^OkAO^j2Ai w \  lY \x£__ < ^ lk x ^ a ^  .
U  ^ ^ X  (X/0 VnJ€^  VXAA^aXt CKK \^Q iX
0o6b b ^ Y d x ' u m a c , cua- l/^r€^ o>~dl
X o (XAA^^aXPIa-^ dt/viiA^ -\xXtXL~ 4U=^Jr'
rMUAA a/A r^u^ .*
X ) t ^ S  o j \ j m o  ^ e J  (Y& - y ^ o J r  ^U q I a o l ^  b ^ ^ v v
c>Xm ! Yo |;VV Cv^ - -Ab^- ^rtA/YcrW 2. cp\AAte_
CY- U U A ^ e q c  ^ trH A > L  ^  b O r ^  M ^ h x y U ,  f r j  IajlT "
y\AAy^ CAAMlA'dd' CM/v^ (/VA9-cJ \(yv£LA_/j U /£ /r^ -  (y-^-X/^2
lM £ ) r  t o  A g j f ya M  ■'Sy S& *C£. K e o ^ w s  ^  vkw2a-JT •eV t .
\^ JL- w j |  lA Jujtot- q x A ^ A g e /A s tS V J s  6 - O ^ T  vN lA ^> CA»A-Xl/^UsA».S ,
a . s . c c K c m a  - e t o  . IA.OM V t o -  - ^ t o s
fc"  ( j s r ^ s  ca 'g o  t o  " to a .  t o i o i  v * c t k  \a & ~ J
u j i z t o l a -  © - o ^ r  h e i r  I o ^ h a ^
< & y  vO'CMm. •
"  (. t o A t o - f  t o / o V "  ( \ / i  W £ j t o  Ia CUTCL IA/i a V )£ > v
•fl'iSS .'  e i #  O x v Q S S .  t o r  ^ T ia a  " r e - / -
o t o a  ' t o r  1X O ^C 02_ t o r ^ vH  " V zxJ O L , I/S1AjCI<a 
Asfob;U1 t c J r  \ \ r . t o r t o  r-€- < 3 u o t o t A ^ t
lA A fl- t o  'f'CW  vV" ' t o  C l T j M L M ' i r €
■£iseAA. f c S t  \V ~ b < N t o  t o ^ A - j  iv^ e_
cU U cL l/m * t o  - t o t 6-  ^ 2- V\QOiAa
OlA/TiXrA . k
P i T T C M / A ^ i  ~\^A-Qj2- v \ ) t o A ^ / \ e t o > - &  t o v t o  t o r r  t o
—  " T v - to to \K G/jcfcr - t o r A A  ^§§& ttS& (-
<Jr- ^ X S jou a^ -Vo  tn 2 _ - < w r ^ j j_ A ^ e _ 4  \N ix x J t r  ' \ \ a a ^~^ s1 .
o t o r  \ M t o s  ' t o r  \ t o t o A  o J r  t o u r  t o ^ >  V )
t o r  s V x t o r S ,  vS> c w n ^  S dJ . o  t o a _  .o J .(A r ~ z X jw y ^
(jCTVv>—^ V(XAytv</v-€^ . o J o O —l—y  ''to.AX ^ — C~Olaa  O to c A c J to A /A 'G .
e u / 4  S><Mtos. - c \  v to b V o to ’t o  V x^ t o - u r  t o j p  ( p
t o r -  - b i A x j d  c v > - ^  t o o .  ^ A N i r A - t o  ( t o r  t s ^  i K C r ^ t o t o
X ^ /v iU A -  ^K$— A e r c \ < U  VK/to2_ - Q t o d r O  (dtoto) d  CKJf^X
c d  VT^AACIa <^ W x
x6 \J^rxS Uj T^JL/- — wrQ-J . fvh  'XW^V' "Kvnm^
. ' J o  o o j ^  ,J^ 7 ^ e e  vns~a>!1 <&Aao- \kAjA_w o A t^  o -  
v.Vt/\£^A  >^lVrv'VO  ^ \Y~ . ’vJgjO-^  SP^Ac) A^ t^ akV' l/T W
^  vMsrVAO-l ^KKK^\}qj2^ C  OJ^-^ AAAT\NJLa^ V m a_^
20AA Js^ IXaST OXN o^ 3> >^ UL.CCL <§\N a\^  0 ^ 4  tCKSTf^Ji
^ r  e ^  ^  "3? s p J ^  m ^ c M X x a ^  c W x a x ^ ^  ^  w o
^  g\Y~ — V)oO
"V t ^ J L o ^ C ^ ^  CXA w o  V)<a c JCS -
c L x * ^ c a A ) c  ^  ^ J r  .
Appendix C
Example of, and instructions for, filling in diary sheet
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Examples of completed diary sheets
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Appendix E
Examples of collation of data from diary sheets
DATE PM (PRIMARY NURSE) AR (SUPT PHYSIO)
24.11.87
25.11.87
26.11.87
27.11.87
28.11.87
29.11.87
30.11.87
01.12.87
02.12.87
11.30am Tuesday case conference
2.30pm chance encounter to discuss 
patient and trial
2.30pm watched physio doing passive 
exs that she wanted nurses to cany on 
with.
OFF DUTY
15.00 chance encounter to pass on 
information re tilt table
(not recorded)
2.30pm at patient's bedside with 
physio to watch tilt table and discover 
how patient felt about it.
2.30 at patient's bedside with physio, 
patient and patient's wife, physio 
popped in to inform primary nurse of 
time she wanted to treat patient.
DAY OFF
DAY OFF
DAY OFF
DAY OFF
1.30pm nurses station chance 
encounter re time physio could do 
treatment
11.00am Tuesday case conference
2pm face to face chance encounter 
to discuss patient and trial
(not recorded)
11am contact with associate nurse 
to arrange suitable time for 
treatment
12.15 contact with associate nurse 
re handling patient and transfer 
onto tilt table.
(not recorded)
2pm nurses station to check 
primary nurse aware of patient's 
progress on previous day and 
discuss suitable time for 
treatment.
(not recorded)
(not recorded)
(Saturday)
(Sunday)
(nothing recorded) 
(nothing recorded) 
(not recorded)
03.12.87 (nothing r (nothing recorded)
DATE
18.12.87
19.12.87
20.12.87
21.12.87
PM (PRIMARY NURSE)
1 lam ward meeting room to arrange 
time for treatment and discuss 
patient's progress.
(not recorded)
(not recorded)
DAY OFF
DAY OFF
PATIENT DISCHARGED
AR (SUPT PHYSIO)
11.30 ward quiet room to discuss 
patient's treatment and condition
3.30 transfer onto tilt table
4.30 transfer back to bed 
(Saturday)
(Sunday)
PATIENT DISCHARGED
immediate comments on collating diarg sheets:
1. many contacts about arranging times of treatment
2. no contact when TJl not there eg. for week's course
o ne 9 dag gap ; one 2 dag gap
3. some contacts not recorded parUcularlg kg phgsio -whg
not important?
not considered to be communication? 
not interested in trial?
It. no discussion recorded prior to discharge
5. to what extent do both parties relg on written notes for 
information -  both to pass it on and to receive it?
Appendix F
Examples of interviews with physiotherapy and nursing staff
I n t e r v i e w  v ; i t h " - r i m s  r;. . a r s e i t v o r  t'
0  r a t i o n !  you and t ime  were  f i l i i n g  i n  di; • r v  s h e e t s  o v e r  -  c. k-.u
h i e  -  n u r s m g  a im s
I n i t i a l l y  when we g o t  t h i n  chap  i n  v;e were  x r t r c m c e e  to  hi.;:
I-i s t r i c t  b u r s e  who -  he was a ehpp  who n o r m a l l y  i n  h o t  t ^ e  3 ? 
p a t i e n t  we would  have  o r  t h i s w a r d  -  ho i s  a c t u a l l y  o f  a 
g ro u p  t h a n  t h e  p a t i e n t s  we g e n e r a l l y  t e n d  to  g e t  i n  h e r e .  But  i t  
was a g r e e d  t h a t  we would have  l i i o r  t h e  ward f o r  a  w h i l e  i n  view o f  
t h e  f a c t  t h a t  he was l i v i n g  i n  -k t l .ock  w i t h  h i s  w i f e  and  t h a t  he 
i s  e p u r a c l e g i c  w e t i e n t  a n d q u i  t e  h eavy  and  d i f f i c u l t  t o  l o o k  a f t e r  -  
on a 1 - i l y  B a s i s  -  L i s  w i f e  found  i t  a  s t r u g g l e  -  and  p e r b p u s  l a c k e d  
a d v i c e  and  some d i r e c t i o n  i n  r e s p e c t  o f  s a y  a i d s  t ^ a t  c o u l d  h a v e  h e l p e d  
Vfi-" _ n.,r;pj-£; „ -,v3 r -~ite c: r e  t h a t  s o r t  o f  t h i n g  arid a l s o  f ro , ;  t h e  o ^ i n t  
o f  view o f  t h e  p a t i e n t  h i r . s l l f  he was p h y s i c a l l y  a t  gu . i te  a low ebb 
-  he had two g r i t e  e n t e n d r e  p r e s s u r e  s o r e s  wh i c h  ho d e v e l o p e d  i n  t.he 
ccmmunx ty  a d had from t im e  t o  t i r . ebe com e  i n f e c t e d  a d  so p h y s i c a l l y  
1* <v v!- ■ u i t  n t"’"-*: d<^ v?n — •• nd t  i  c • e f r  ? ,:o 1 h i - . i .•> ■?■(-% p c :•; \ n j- a  i t .0 .*3 a
hir:: i n  t h e  f i r s t  i n s t a n c e  -  d o t  ue  c ^ o l d  o f f  : r  i n  t h e  way o f  h e l p  was 
i n  t e r m s  o f  p h y s i c a l  c a r e  and a l s o  f o r  h i s  w i f e  what  we c o u l d  o f f e r  
h e r  and  a l s o  p h y s i o t h e r a p y  i n  t e r m s  o f  what  Anne c o u l d  o f f e r  him a s  
an  i n - p a t i e n t  •* i n  o t h e r  w ords  h a v e  a  t o t a l l y  new l o c h  a t  him r n d s c e  
i f  she  c o u l d  o f f e r  him a n y t h i n g  -  p h y s i o t h e r a p y  ty p e  a i d s  and  t h a t  
t | rpe o f  t h i n g .  T h e r e f o r e  I  t h i n k  th e  a im s  i n i t i a l l y  a-ere m e r e l y  t o  
d e t e r m i n e  what  we l i d  -  s h r d  we found  o- ' t  a r d w r a t  v;e . c o u ld  o f f e r  t o  
b o th  him and h i s  w i f e  -  b e c a u s e  i t  seemed t h a t  h i s  w i f e  had  g o t  t o  t h e  
s t a g e  o f  a c t  go l a  g t o  hod b u s t  t o  t u r n  him -  s h e  h^d  b o t c h e d  on t o
t h e  i d e a  t h a t  t w r r i n s  was an i m p o r t a n t  o.fmeot p i - e v e r t  i o n  a s  f a r  o s
a o r  q a cl e v e 1 o c i  n d she  had  t a k e n  t o  s n a t c h i n s  t h e  odd f i v e  
a c h a i r  i n  t h e  l i v i n g  room and i t  seem ed
to  me t h e r e  a*-as r e a l  d a n g e r  o f  U ie ro  b e i r * i " ’o - e i p l e  i l l  i n  t i  e
h/'Uc eho l  d . . . t h e  p a t i e n t  h i m s e l f  and  L i s  w i f e .  bo J  t h i n k  t h o s e  
were t h e  a ims  i n i t i a l l y .
0 J>3
//as he i n c o n t i n e n t  a t  a l l ?  V /n s in c o n t in e n c e  a p ro b lem ?
hr: -  no n o t  r e a l l y  -  h i s  p h y s i c a l  c o n d i t i o n  meant  he hr.a no v o l u n t a r y  
c o n t r o l  o v e r  h i s  bov/els  o r  h i s  b l a d d e r  -  he were  a s - ' e a t h ,  hei : o *r* V o
a s h e a t h  I  s h o u l d  s a y  -  e s s e n t i a l l y  he d r i b b l e s  u r i n e  c o n t i n u o u s l y  
and a s  f a r  a s  h i s  bov/e ls  a r e  c o n c e r n e d  he h a s  a manual  e v a c u a t i o n  
ev e ry  day -  so from t h a t  p o i n t  o f  view he had  an  i n c o n t i n e n c e  p ro b le m  
b u t  i t  was a p r o b le m  t h a t  was f a i r l y  w e l l  c o n t r o l l e d .
’. /hat a b o u t  t h e  p r e s s u r e  s e r e s  -  wha t  s o r t  o f  t h i n g s  w ere  you l o o k i n g  
a t  f r  •::: a n u r s i n g  p o i n t  o f  v iew?
'■'hen v/e f i r s t  had him i n  t h e  p r e s s u r e  s o r e s  w ere  gu . i t e  d i r t y  -  he  had  
been  t r e a t e d  a t  home f o r  i n f e c t i o n  and t h e r e f o r e  b o th  o f  t h e p r a s s u r e  
s o r e s  were  u n i t e  s l o u r h v  a s  a r e s u l t  o f  t h e  d e b r i s  and t h e  n e c r o t i c  
t i s s u e  d e v e l o p e d  a s a  r e s u l t  o f  t h a t i n f e c t i o r . t o  t h e  f i - s t  a im  was t o  
g e t  them c l e a n  -  a u d i t  was d i f f i c u l t  t o  know from a n u r s i n g  p o i n t  o f  
view a t  t h a t  s t a g e  what  v/e were g o i n g  on t o  -  b e c a u s e  a t  t h e  t i m e  we 
-  i t  was i r . d i c a . t e d  t h a t  be had  had  a l o t  o f  t r e a t m e n t  f o r  p r e s s u r e  
s o r e s  and  t h e y  had  n o t  r e a l l y  r e s p o n d e d  v e r y  w e l l  -  he  t e n d e d  t o  go o u t  
o f  h o s p i t a l  and d e v e l o o  i n f e c t i o n  i n  the  community w h ich  s e t  him b a c k  
a g a i n .  l*o a t  t h a t  s t a g e  we w an ted  t o  f i r s t  g e t  fcfcem c l e a n  -  g e t  i n  
to u c h  w i t h  t h e  l i a i s o n  s i s t e r  a t  Lodge b o o r  who kadhad  a, l o t  t o  do 
w i t h  t h e  c a r e  o f  h i s  p r e s s u r e  s o r e s  and s e e  w h s t  she  had. done and 
v/hat h e r  f e e l i n g ;  a b o u t  them were and t h e n  to  t a k e  i t  f rom t h e r e  -  now 
’l a v i n g  done t h a t  we f e l t  t h a t  i t  would  be wrong n o t  t o  t r y  t o  a t t e m p t  
t o  t r e a t  them -  n o t  t o  t r y  and a c t u a l l y  g e t  some h e a l i n g -  some g r a n u l a t i o n  
g o in g  -  b e c a u s e  h e ’ s n o t  o l d  -  h e ’ s  o n l y  a young  chan  and J  t h i n k  t h a t  
i t  seemed a f t e r  ' d i s c u s s io n ,  v ' i t h  t h e  l i a i s o n  s i s t e r  t h a t  t h e r e  v/e r e  
t h i n g s  t h a t  had  n o t  .been  t r y e d  so i t  -  t h e r e  was room f o r  a  d i f f e r e n t  
ty p e  o f  a p p r o a c h  and t h e r e f o r e  h a v i n g  g o t  them b o t h  c l e a r  we d e c i d e d  t o  
t r y  d i f f e r e n t  t y p e s  o f  d r e s s i n g s  -  d i s c u s s e d  them w i t h  t h e  p x k  p k 3 . rmc.ciGt
r\C r\
who a t t e n d s  h e r e  q u i t e  r e g u l a r l y  and  i s  q u i t e  on t h e  b a l l  a s  f a r  as  
new d r e s s i n g s  and  c o n c e r n e d  -  and  thien s e e  w h e t h e r  we con 1 d. g e t  aa ie thin-  
so h a v i n g  d e s l o u g h e d  t h e  l a r g e r  o f  t h e  s o r e s  we t r i e d  s i l a s t i c  foam 
which i s  a  s p a c e - o c c i i p y i n g d r e s s i n g  -  a y e l l o w  s p onge  -  b a s i c a l l y  i t  
o c c u p i e s  a s p a c e  w h ich  s t i m u l a t e s  g r a n u l a t i o n ,  now u n f o r t u n a t e l y  he 
was d i s c h a r g e d  from h e r e  w i t h  s i l a s t i c  foam i n  s i t y .  i n  one  o f  t h e  
p r e s s u r e  s o r e s .  he had  t h e  d i s t r i c t  n u r s e  i n  t o  s e e  t h e  d r e s s i n g  
b e c a u s e  q u i t e  a few o f  them a r e  n o t  f a m i l i a r  w i t h  t h e  m a t e r i a l  and 
i t ’ s  a. f a i r l y  c o m p l i c a t e d  ty p e  o f  m a t e r i a l  to  (Sea l  w i t h  b e c a u s e  you 
have  a c h e m i c a l  and  a  c a t a l y s t  and you mix them t o g e t h e r  and  you t h e n  
have o n l y  a s h o r t  t ime t o  p o u r  them i n t o  t h e  wound b e f o r e  i t  s t a r t s  t o  
e x p a n d . . . .  and  s e t .  .Go we went t h r o u g h  t h a t  w i th  t h e  d i s t r i c t  n u r s e  
and wre g o t  a  few b o s e s  so  t h e y  c o u l d  u s e  them b u t  u n f o r t u n a t e l y  a f t e r  
a few 'weeks he d e v e l o p e d  an  i n f e c t i o n  -  and t h e  foam i n  a s e n s e  seemed 
to  e x a c e r b a t e  t h e  i n f e c t i o n  i n  t h e  way t h a t  i t  was a b l e  t o  m a i n t a i n  
t h e  d a r k  m o i s t  e n v i r o n m e n t  f o r  t h e  i n f e c t i o n .  T h e r e f o r e  t h i s  was 
d i s c o n t i n e d . I'.y f e e l i n g  on t h e  m a t t e r  i s  t h a t  i §  we h a d  been  a b l e  t o  
keep  A l f  and  i f  A l f  was a g r e e a b l e  t o  s t a y i n g  i n  h o s p i t a l  f o r  a  l e n g h t  
o f  t im e  we c o u l d  p e r h a p s  u s e  s i l a s t i c  foam -  I  f e e l  t h a t  b e c a u s e  t h e r e  
i s  e i t h e r  m y s e l f  o f  t h e  a s s o c i a t e  n u r s e  d e a l i n g  w i t h  d r e s s i n g s  o f  t h i s  
ty p e  v/e h a d  a g r e a t e r  d e g r e e  o f  c o n s i s t e n c y  i n  m a n ag in g  t h e  m a t e r i a l  
i n  c l e a n i n g  i t  and  r e p l a c i n g  i t  -  I  f e e l  t h a t  a l s o  i n  h o s r i t a l  i t i s  
p e r h a p s  e a s i e r  t o  m a i n t a i n  an a s e p t i c  e n v i r o n m e n t  when d e a l i n g  v/ i th 
t h e s e  t h i n g s  t h a n  i t i s  i n  th©community and  I  f e e l  t h a t  f rom t h a t  p o i n t  
o f  v iew we may w e l l  h a v e g o t  i t  to  w ork ,  h u t  I  t h i n k  more i m p o r t a n t l y  
thun  t h a t ,  from a p s y c h o l o g i c a l  p i n t  o f  v iew we d n r ’ t  f e e l  t h a t  A l f  
would Lo.ve t o l e r a t e d  a l o n g  p e r i o d  o f  ho s g i  tali  l a  i i o n  and t h e r e f o r e  t h e  
i d e a  o f  t r v j  ng t h a t  is- t h e  f u t u r e  i s  r* e «»n l •».* •• rio**1 — t~ ■^ t-'*"
('- s h o r t  d i s c u s s i o n  f o i l o v . e d  on t h e  u s e  o f  s i l a s t i c  foam — showed ' 
h i g h  l e v e l  o f  ur—e r s t n r . d i n g  o f  how t h i s  d r e s s i n g  w o r k e d .}
1 0 2
' ./hat a b o u t  t h e  p h y s i o t h e r a p y  i n t e r v e n t i o n  f o r  t h e  p r e s s u r e  s o r e s t  
how do you s e e  t h a t  f i t t i n g  i n  w i t h  what  you  wore doing' . '  o r  -;es i t  
s o m e t h i n g  t o t a l l y  s e p a r a t e ?
Ko -  wha t  we -  t h e  a c t u a l  p h y s i o t h e r a p y  i n t e r v e n t i o n  i n  r e s p e c t  o^ th e  
s o r e s  -  t h e  h ro m a y e r  -  a  s o r t  o f  IV t h i n g  -  Arne o r  I r i s h  o r  whoever  
••/as on would t r e a t  d a i l y  t h e  s o r e s  -  t h e  i d e a  b e i n g  t h a t  she  would 
t r e a t  t h e  wound e d g e s  t o  p r e v e n t  o v e r - g r a n u l e t i o n  b e c a u s e  v;e t h o u g h t  
t h e r e  was a d a n g e r  o f  t h e  would  m a r g i n s  -  t h e  seemed to  be h e a l i n g  
more q u i c k l y  -  g r a n u l a t i n g  more q u i c k l y  t h a n  t h e  a c t u a l  f u n d u s  o r  t h e  
c a v i l t y  -  thesam e t i fch  t h e  o t h e r  s o r e  and  t h e r e f o r e  i t  com plem en ted  
v/hat we v/e r e  d o i n g  -  t r e a t i n g  t h e  m a r g i n s  p r e v e n t e d  t h e  o v e r - g r a n u l a t i o i  
o f  t h e  mouth o f  t h e  s o r e s .  And we t h e r e f o r e  g o t  t o g e t h e r  and  d i s c u s s e d  
t h e  r o u t i n e  o f  hovr v/e could,  manage i t  and what  i n  f a c t  h a p p e n e d  was 
t h a t  v/e a r r a n g e d  t o  t a k e  t h e  d r e s s i n g s  down i n  an  a f t e r n o o n  so t h a t  
U l t r a - v i o l e t  t r e a t m e n t  c o u l d  be u s e d  and  v/e c o u l d  r e - d r e s s  a f t e r w a r d s  
so v/e were  c o - o r d i n a t i n g  so we were  d e a l  i n  ••• v / i th  i t  a t  a b o u t  t h e  same
l i d  t h a t  worl: o u t  oH ayf
Yes -  t h e r e  were no p r o b le m s  -  i t  f i t t e d  i n  v e r y  v/e 11 b e c a u s e  t h e r e  
was a l o t  o f  n u r s i n g  i n v o l v e d  w i t h  A l f  and  i n  o r d e r  t o  have  g o t  e v e r y ­
t h i n g  done v/e -  i t  meant  t h a t  v/e c o u l d  g e t  c e r t a i n  a s r e c t s  o f  t h e  c a r e  
done i n  t h e  m orn in g  -  s o r t e d  o u t  i n  t h e  : : o r r . i r g  nr.d the:-  go or  t o  do 
t h e  d r e s s i n g s  i n  t h e  a f t e r n o o n  so  t h a t  he had  a b r e a k .  Tt  meant  t h a t  
A l f  v m s n ' t  ge t h i n g  an i n t e n s i v e  p e r i o d  o f  i n t e r v e n t i o n  i n  one p a r t  
o f  t h e  day and f i  r id ing  i t  i r k s o m e  -  he g o t  a b r e a t h e r  i n  b e t w e e n .  ,,nd 
I  t h i n k  as  v e i l  b e i n g  a s o c i a b l e  chap  be or  jo j red  t h r  s o c i e t y  i n v o l v e d  
i n  b a v i n -  d i f f e r e n t  p e o p l e  i n v o l v e d  I n  h i r  t r e a t m e n t  -  * ; ,1 i P
t h e  •• f t e r n o o n  •- t h e  n u r s i n g  s t a f f  dv-ing i i s  circa.-:-? n~ -  d i f f e r e n t  s t a f f  
to  t h e  m orn ing  - s t a f f  who had been  cr. and  d e a l i n g  w i t h  t h e  c a r e  gi  v e n
1 a n
d u r i Y-.g t h e m c r n i n r  -  he seemed t o  q u i t e  e n j o y  i t  to  q u i t e  loo l :  f o r w a r d  
t o  i t  -  lie seemed t o  s e e  i t  a  s  a  n a t u r a l  p u n t u a t i o r :  t t h i n g s  -  oh 
T r i s h  w i l l  be a l o n s  iv; a  m i n u t e  o r  Anne • / i l l  be alor-g - be seemed to
q r . i t e a p p r e c i a t e -• 4-
v/u?in a w h e e l c h a i r  was he .4 -  4> JL U  -1 .
n u r s e d  him :
him up a b o u t  d i n n e r - t i m e  b e c a u s e  we 3.i k e d  -  he l i k e d  to  s i t  up 
d u r i n r  some p a r t  o f  t h e  day -  i n i t i a l l y  "hen  we had him. i n  we s o n d r e e d  
-  p h y s i c a l l y  he  v/as so weak -  a s  a  r e s u l t  c f  i n f e c t i o n  he had  j u s t  
hact t h a t  v/e n u r s e d  him i n  bed a l l  t h e  t im e  -  b u t  from a  p o i n t  o f  v iew  
o f  m e n t a l  w e l l - b e i n g  v;e g o t  t o  t h e  p o i n t  t h a t  v/e a s k e d  him i f  pe rhp& s  
he wow] d l i k e  t o  s i t  up f o r  some p a r t  o f  t h e  day and he  a c t u a l l y  
i n c o r p o r a t e d  t h a t  i n t o  k i s r o u t i n e  -  what  v/e would  t e n d  t o  do was p e t  
him r e a d y  f o r  a b o u t  11 -  he c o u l d  t h e n  w h ee l  h i m s e l f  i n t o  t h e  washroom 
v/ash and s h a v e  h i m s e l f  and afess by t h e  t im e  t h a t  was c a r r i e d  o u t  i t  wa; 
t im e  f o r  him to  go a l o r r  to  t h e  t a b l e  f o r  h i o d i n n e r  -  by t h e  t i m e
c i s t  was r e a d y  to  s t a r t  t r e a t m e n t  on t h e  s o r e s  we w ould
be t a l k i n g  a b o u t  h a l f  p a s t  o n e ,  two o ’ c l o c k  and  i t  would  mean he  had  
been  up a r o u n y  t h r e e  h o u r s  which  was t o l e r a t e d  q u i t e  v /e l l  -  he seemed 
t o  be a b l e  t o  manage t h a t  i n  t h e  c h a i r  f o r  t h a t  l e n g t h  o f  t i m e  w i t h o u t  
o n ’ " - - r e a i  f ; i t r  1  m g 1^ t  t o  t h e  s o r e  o r  h 1 ; e  3 ’  ■? q
Thanks - can we move on a b i t  more g e n e r a l l y  t o  p l y s i o  t h e r e 0 *•' — whet  
.are y ou r  view;.: o f  p h y s i o t h e r a p y  w i t h  t h e  e l d e r l " ’ -  ' / h a t  do "on  t h i n k  
p h y s i c t h e r a p !  e t  s v/orkir .w v / i th  t h e  e l d e r l y  a c t u a l l y  dof T h a t ’ s t h e i r  
i-.ai1' c o a t r i . b u h i  oa f
T third-: tha t .  w a s  worked  mere two y e a r s  -  one o f  t h e  m a j o r  man. i f  os  t-ai 
o f  d e t e r i o r a t i o n  o r  i l l n e s s  -  w e n  i f  i t  d o e s n ’ t  d i r ec t ] . ' . '  a f f e c t  t h e
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p a t i e n t s  m o b i l i t y  l i k e  a  b r o k e n  n e c k  o f  femur  o r  a s t r o k e  -  the;,  may 
have a c h e s t  i n f e c t i o n  o r  s o m e t h i n g  l i k e  t h a t . . .  t h e r e ’ s no doubt  
about i t  t h a t  n in e  t im e s  o u t  o f  t e n  th e  p e r s o r f s  gone o f f  t h e i r  
f e e t  -  and  c e r t a i n l y  e l d e r l y  p e o p l e  f i n d  i t  v e r y  d i f f i c u l t  t o  g e t  
g o i n g  a g a i n  and  t h e r e f o r e  I  would s a y  p a r t i c u l a r l y  i n  a community  
h o s p i t a l  l i k e  t h i s  p h y s i o t h e r a p y  i n p u t  i s  i n v a l u a b l e  -  i n  r e s p e c t  o f  
g e t t i n g  p e o p l e  g o in g  -  f o r  want  o f  a b e t t e r  e x p r e s s i o n ,  '.'her- v/e 
s t a r t e d  h e r e  m os t  n u r s e s  I  t h i n k  would  a d m i t  t h a t  i n  g e n e r a l  h o s p i t a l  
you t e n d  n o t  t o  work v e r y  c l o s e l y  w i t h  p h y s i o t h e r a p i s t s  -  p e o p l e  t e n d  
to  work i n  i s o l a t i o n  -  t h a t ’ s  been  my e x p e r i e n c e  anyway -  and t h e r e f o r e  
when y o u ’ r e  w o rk in g  i n  a community h o s p i t a l  t h e r e  t e n d s  t o  be an  o v e r l a j  
i n  r o l e s  -  n u r s e s  h a v e  o f t e n  l o c k e d  t h e  E x p e r t i s e  i n  r e g a r d  t o  
g e t t i n g  p p o p l e  m o b i l i s e d  a g a i n  g e t t i n g  p e o p l e  out- o f  c h a i r s  -  l o o k i n g  
a t  m o b i l i t y  from a p o i n t  o f  v iew o f  s a f e t y  and a d d i n g  to  q u a l i t y  o f  
l i f e  -  l o o k i n g  a t  w h a t 1s  p r a c t i c a l  -  t h i s  s o r t  o f  t h i n g  -  I  t h i n k  
n u r s e s  tend, t o  l o o k  a t  i t  i n  b l a c k  and. w h i t e  t e r m s  -  y o u ’ r e  e i t h e r  
m o b i l e  o r  y o u ’ r e  n o t  -  -and t h e r e f o r e  we t e n d  to  work v e r y  v e r y  c l o s e l y  
and t h e r e ’ s a  l o t  o f  two-way  e d u c a t i o n  w here  -  s p e a k i n g  f o r  m y s e l f  I ’ve 
WErksd l e a r n e d  a l o t  i n  r e s p e c t  o f  d e a l i n g  w i th  s t r o k e  p a t i e n t s  adn  
hov to  t r a n s f e r  -  c o r r e c t  p o s i t i o n i n g  -  t h e  r u d i m e n t s  o f  g e t t i n g  
p e o p l e  t r a n f e r r i n g ,  s t a n d i n g ,  w e i g h t - b e a r i n g  -  t h i s  s o r t  o f  t h i n g  -  
p / r e p a r a t i o n  f o r  walk in** -  so I  t h i n k  t h a t 1 s  n b s o l u t e l t  v i t a l  -  
b e c a u s e  t h e r e ' s  no d o u b t  a b o u t  i t  t h a t  n u r s e s  t e n d  to  know v e r -  l i t t l e  
a b o u t  t h e s e  t h i n g s  -  a s  I  s a i d  e a r l i e r  v/e t e n d e d  t o  work i n  i s o l a t i o n  
and n o t  i n  a  t r u e  r n u l t i - d i s c i p l i n a r y  s e t t i n g  and  you d o n ' t  r e a l l "  
o b s e r v e  what  o t h e r  p a c p l e  a r e  d o in g  -  you know t h e y ’ r e  d o i n g  i t  b u t  
you d o n ' t  r e a l l y  e i t h e r  have  the  t i m e  o r  c a r e  t o  t a k e  t h e  t i m e  t o  
lo o k  h o w i t ' s  i m p l e m e n t e d .  7 t h i n k  i t ' s  d i f f e r e n t  h e r e  .
l a  t h e r e  o v e r  l a  r. be twee"' -"hat - o-; a r  cl t h e  nr r. vy
Yes -  J wo Id  s a y  so  -  t o  t a k e  m o b i l i t y  a s  an  exam ple  -  t h e r e  a t e  t i m e
when t h e  p h y s i c t h e r p i s t  i s  h e r e  -  a t  p a r t i c u l a r  t i m e  o f  t h e  l a y  b a t  
she  c a n ’ t  be h e r e  a l l  t h e  t im e  -  i t  seems t o  me t h a t  s h e  w i l l  a s s e s s  
t h e  p a t i e n t  -  s h e  - . / i l l  d e v i s e  a p l a n  b a s e d  ze e s s s  on v /hrt  she  f e e l s  
i s  xiMed n e e d e d  i n  o r d e r  t o  i r . p r o v e t  m o b i l i t y ,  o r  t o  a c h e i v e  m o b i l i t y  
i n  t h e  l o n g - t e r : : .  -  b u t  t h e  o n ly  /ay to  a c h i e v e  t h a t  1 s a c t u a l l y  t o  t e l y  
on p e o p l e  v/he a r e  t h e r e  a l l .  t h e  t i m e  and  t h i s  i s  where t h e  o v e r l a p  
b e c a u s e  i t ’ s  n e c e s s a r y  f o r  t h e  n u r s e  t o  carry o u t  th a ' .  r o l e  i n  o r d e r  to  
m a i n t a i n  c o n t i n u i  t y  -  so what t e n d s  t o  h a p p e n  i s  t h a t  t h e  p h y s i o  * s 
main i n p u t  i s  i n  t e r n s  o f  m o b i l i s a t i o n  o r  r e - m o b i l i s a t i o n  so t h e r e f o r e  
1 work v e r y  e e I  c l o s e l y  w i t h  I r i s h  -  I  a s k  h e r  what  a r e  you d o i n g  -  
what  do you want  f o r  u s  t o  do -  and she  v ; i l l  s a y  -  she  w i l l  t e l l  us  
vdr-t e q u ip m e n t  s h e  w a n t s  us  t o  use  -  she  w i l l  s u g g e s t  ways f o r  u s  t o  
u s e  i t  -  Low t o  s t a n d  a  p e r s o n  -  t o  e n s u r e  t h e y  g e t  b a l a n c e d  -  t o  
e n s u r e  t h e y ’r e  s q u a r e  -  s h e  w i l l ,  I  l i k e  to  a c t u a l l y  s e e  T r i s h  d o in g  
t h i n g s  w i th  t h e  p a t i e n t  so t h a t  you g e t  t h e  l i t t l e  t i l i n g s  -  how t o  g e t  
t h e n  to  move i /h e i r  f o o t  t h r o u g h  when t h e y  t e n d  t o  d r a g  i t  -  o f t e n  t h e s e  
t h i n g s  a r e  d i f f i c u l t  t o  g e t  a c r o s s  j u s t  t a l k i n g  cbout  i t  -  h a v i n g  a 
v e r b a l  r e p o r t  - I  t h i n k  i t ' s  i m p o r t a n t  to  s e e  what  s h e ' s  d o i n g  an d  t h e n  
I  w i l l  i n t e r p r e t  t h a t  i n t o  a c a r c p l a i i  t h a t  i s  a v a i l a b l e  t o  t h e  n u r s e s  
and  v/e w i l l  d i s c u s s  i t  and  go t h r o u g h  i t  p r a c t i c a l l y  and  i n  t h e o r y  
and we w i l l  p u t  i t  i n t o  r . r a c t i c e  d u r i n g  t h e  t i m e  T r i s h  i s n ’ t  h e r e ,  
l u r i n g  t h e  . .o rn i r .g ,  d u r i n g  t h e  e v e n i n g  and  a t  w e e k e n d s .  I  t h i n k  
i n i t i a l l y  when we f i r s t  opened h e r e  t h e r e  v/e r e  a  l o t  o f  d i f  f i c u l t i e s  
i n  r e g a r d  to  t h i s  q u e s t i o n  o f  o v e r l a p  -  b e c a u s e  we knew we wore 
s t a r t i n g  w i t h  a b r i e f  o f  p r i m a r y  n u r s i n g  -  b u t  and  y e t  we were w e r k i r . <? 
i n  a m u l t i - d i s c i p l i n a r y  team -  t h e r e  was no jo b  d e s c r i p t i o n  as  s uch  
-  c f  what r o l e  a. r r i r . a r v  n u r s e  h a s  -  t h e  a r e a s  i n  the  ••on ••tr*r 
p r i m a r y  n u r s i n g  had b e e n  u s e d  heve  b e e r  d i f f e r e n t  s e t t i n g s  -  B u r f o r d  
t h e r e  ' s  no nu I t  i  -  d i  s  c i p  l i  n a ry  tern-; a p p r o a c h  -  t 1; e n u r s e s  t e n d  to  c a l l  
upon t h e  e x p e r t i s e  o f  h a r e s  whew t h e y  s e e  a r e a d  f o r  i t  -  f o r  i t  t o  e 
a p p r o p r i a t e  -  and cn t h e  d i f f i c u l t y  ’•••« had was we had a d e s c r i c t i o u  o f
how p r i m a r y  n u r s i n g  was d e v e l o p e d  a t  B u r f o r d  b u t  n o t h i n g  wore t o  work 
on and so v/e had  a s i t u a t i o n  where t h e r e  were a l o t  o f  b r u i s e d  t o e 3 
b e c a u s e  t h e  n u r s e s  t e n d e d  t o  n o t  i n t e n t i o n a l l y  m u s c l e  i n  on o t h e r
p e o p l e s ’ e x p e r t i s e  b u t  i t  was a c e n e e  o f  n o t  r e a l l y  know ing  w here
you were  s u p p o s e d  t o  p i c k  up and w here  you were  s u p p o se d  t o  l e a v e  o f f
-  and  I  t h i n k  i t  c a u s e d  a l o t  o f  i l l - f e e l i n g .  S i t u a t i o n s  w here  u s  a
r r i m a r y  n u r s e  you hud t o  s t a r t ,  d e v i s i n g  p ro g ra n in e s  o f  r e - m o b i l i s a t i o n  
o f  e x e r c i s e s  t o  n f f e E t e c  l i m b s  a s  i n  t h e  c a s e  o f  a  s t r o k e  w i t h c u t k  
r e f e r r i n g  t o  t h e  p h y s i o t h e r a p i s t  -  o f t e n  b a s e d  on t h e  f a c t  t h a t  v/e1 d 
s e e n  t h e  p h y s i o t h e r a p i s t  u s e  tha t ,  p a r t i c u l a r  t e c h n i q u e  and  t a k e n  i t  on 
b o a r d  and t r i e d  t o  a p p l y  i t  t o  e v e r y b o d y ,  .hid t h a t  was d a n g e r o u s . ' '  
b u t  I  t h i n k  i t  was s o m e t h i n g  we a l l  had to  go t h r o u g h  -  i t  was s o m e t h i n g  
we had  to  l i v e  w i t h  b e c a u s e  i t  v/es a  t im e  o f  s t u d y  and  e x p l o r a t i o n  
v/e were  t r y i n g  t o  s e e  what  o u r  r o l e  was and how i t  l i n k e d  i n  w i t h  o t h e c  
p e o p l e .  I  t h i n k  now t h e  s i t u a t i o n  h a s  im p ro v ed  im m ense ly  -  v/e a r e  
much more aware  o f  eac h  o t h e r  -  I ’ d no s o o n e r  dream o f  e x e r c i s i  nff 
t h e  l i m b s  o f  a  s t r o k e  p a t i e n t  -  e x c e p t  p e r h a p s  i n  a r u d i m e n t a r y  wnyy 
an a c c e p t a b l e ,  a  s a f e  way w i t h o u t  f i r s t  r e f e r r i n g  t o  a p h y s i o t h e r a p i s t  
and w a i t i n g  t h e i r  a s s e s s m e n t ^ t h a n  p r e s c r i b i n g  m e d i c a t i o n  -  t h a t ' s  n o t  
my r o l e ,  and I  d o n ’ t  s e e  t h a t  i n i t i a t i n g  t r e a t m e n t  i n t o  t h o s e  o t h e r  
a r e a s  a s  my r o l e  e i t h e r .  I  s e e  my r o l e  a s  c o m p le m e n t in g  t h o s e  o f  t h e  
p h y s i o t h e r a p i s t  and :-•«i n t a ' i n i n g  t h e  c o n t i n u i t y  o f  i t  a l l  b u t  v e r y  much 
r e f e r r i n g  t o  them a l l  t h e  v;ay a l o n g  t h e  l i n e  -  w h ich  v/e were n o t  do*'ro­
u t  f i r s t .
T a l k i n g  a b i t  a b o u t  m u l t i - d i s c i p l i n a r y  tee,ms -  which y o u ’ ve a l r e a d y  
m e n t io n e d  -  w h a t ' 3  y o u r  u n d e r s t a c l n i n r  o f  a team - ' - 'hat  makes i t  
d i f f e r e n t  t o  e v e ry b o d y  d o i n g  t h e i r  own t h i n r  ;».r.d • - e t t . i n r  on - i t h  i t ?
d e l ]  J t h i n k  c o m m u n ic a t io n  -  i s  n i m p o r t a n t  a s p e c t .  I  t h i n k  i t ’ s
v e r y  e a s y  to  work i n  i s o l a t i o n  o f  d o c t o r s ,  p h y s i o t h e r a p i s t s  , o c c u p a t i o n a l
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t h e r a p i s t s  -  I ’ve e x p e r i e n c e d  i t  m y s e l f  where y o u ' r e  w o r k i n g  i n  
i s o l a t i o n  from e a c h  o t h e r -  you have  t h e  s i t u a t i o n  where -  t o  t a k e
t h e  p h y s i o t h e r a p i s t  a s  an exam ple  -  she  nay  wigh  to  m o b i l i s e  a  p e r s o n  
i n  a ’/ a r t i c u l a r  way -  and  w i l l  do i t  t w i c e  a clay -  when s h e ’ s a v a i l a b l e  
to  s e e  t h e  p a t i e n t  -  i n  thenoi f l ing  and t h r a f t e r n o o n  -  b u t  t h e  r e s t  o f  
t h e  t im e  t h e  n u r s i n g  s t a f f  w i l l  m o b i l i s e d  t h e  p a t i e n t  i n  t h e  waxy t h e y  
have  d e v i s e d  t h e m s e l v e s  -  w i t h o u t  r e g a r d  t o  w hat  t h e  p h y s i o t h e r a p i s t  i s  
d o in v  -  I ' v e  s e e n  t h i s  h ap p e n  many t i m e s .  I  t h i n k  t h e  d i f f e r e n t ^ w i t h  
a ni,] t i - d i s c i ' ;  : l i n a r y  team i s  t h a t  t h e r e  i s  c o m m u n ic a t io n  -  t h e r e  i s  a 
r a n o o r t  d e v e l o p e d  which e n a b l e s  you t o  t a k e  r e g a r d  o f  w hat  e x p e r t i s e  
each  p e r s o n  h a s  and t o  i n  a s e n s e  by d i s c u s s i n g  p r o b le m s  w i t h  members 
o f  t h e  team who have  - p a r t i c u l a r  e x p e r t i s e  t o  o f f e r  -  and t o  t r y  and  
work t o g e t h e r  t o  d e v s i e  ways and means o f  e i t h e r  a l l e v i a t i n g  p r o b l e m  
o r  d i m i n i s h i n g  t h a t  p ro b le m  -  i n  o t h e r  worHs I t h i n k  i t .  i s  v / o r k i n r  
t o g e t h e r  — s o m e t h i n ” I  t o u c h e d  on e a r l i e r  — t h e  i d e a  o f  b e i n g  a w a re
t h a t  somebody h a s  e x p e r t i s e  i n  a p a r t i c u l a r  a r e a  and t h a t  you n e e d  t o
pay  r e g a r d  t o  t h a t  i n  o r d e r  t o  m a i n t a i n  c o n s i s t e n c y  x±±k i n  t h a t  
p a r t i c u l a r  a r e a .  T t h i n k  t h a t ' s  i m p o r t a n t .  I  s e e  :.v r o l e  o s  b c i  vw
•a souxTO o f  l i a i s o n ,  w i t h i n  t h e  ’ I T .  B e c a u se  I  spe>"d a l o t  o f  t i m e
w i t h  t h e  p a t i e n t  -  a c t u a l l y  more t h a t  o t h e r  members o f  t h c t  t e a m ,  I  
spend  a l o t  o f  t im e  i n  d i s c u s s i n g  p r o b le m s  o f  t h e  p a t i e n t  -  p r o b l e m s  
a s  t h e y  s e e  i t  a r d  p r o b l e m s  a s  J s e c  i t  -  and  t a k i n g  them b a c k  t o
t h e  members o f  t h e  team and  p e r h n r s  b e i n g  i n  a s e e s e  -  a c t i n g  a s  a
p a t i e n t ' s  a d v o c a t e .  On many o c c a s i o n s  I  may s a y  w e l l  T r i s h  v/e t r i e d  
w a l k i n g  h r  s o - a n d - s o  v/i V ■ a  r o  l i c i t  o r  f r am e  b u t  he d o e s n ' t  seem t o  be
happy - - i t h  i t  -  i t  may w e l l  b e c a u s e  a s  a n u r s e  I ’m w i t h  t h e  re t i e r ;  t
l o n g e r  o v e r  a  g r e a t e r  p e r i o d  t h a t  t h e r e  a r e  c e r t a i n  a s p e c t s  t h a t  I
p i c k  up t h a t  o t h e r  p r o p l e  whose d e a l i n g s  a r o p e r b p r s  more t r a n s i e n t  
i n i t i a l l y  p i c k  u p .  .hid from t h a t  p o i n t  o f  v iew  -  i f  you were  
t o  come i n t o  a I i f f  i.zee t i n  •: you would  s e e  t h a t  t h e  n u r s e  «*. p 
s e a s e  -  I  d o n ’ t  l i k e  t o  wry i t  b e c a u s e  I  l i k e  t o  t h i n k  t h a t  t h e  p a t i e n t  
i s  a t  t h e  hub o f  t h i n g s  -  b u t  I  t h i n k  t h a t  t h e  n u r s e  teirfc t o  be  a
ca
don ’ t  ■’ I
p i?
c e n t r a l  c h a r a c t e r  a s  f a r  a s  h a n d i n g  on i n f e r  r a t i o n  -  j u s t  touching-  
back  t o  t h e  team -  I  t h i n k  one o f  t h e  ways v/e g o t  o v e r  t h e  p ro b lem  
o f  o v e r l a p p i n g  o f  r o l e s  v/as i n  ms k i n g  t h e  p a t i e n t  t h e  c e n t r e  o f  c a r e .
I n  o t h e r  words  n o t  s e e i n g  t h e  p a t i e n t  a s  b e i n g  a c o l l e c t i o n  o f  s e p a r a t e
p r o b le m s  w hich  were s u s c e p t i b l e  to  n u r s i n g  i n t e r v e n t i o n  more sc  t h a n
p h y s i o t h e r a p y  -  more s e e i n g  t h e  p a t i e n t  a s  t h e  c e n t r e  o f  t h i n g s  and 
t h e  p r o b le m s  a s  p e r h a p s  b e i n g  p r o b l e m s  t h a t  anybody  c o u l d  i n  f a c t  have  
-  o f t e n  './hen you t h i n k  a b o u t  t h e s e  t h i n g s  i t  i s  d i f f i c u l t  t o  p u t  
them i r . t o  words  b e c a u s e  t h e y ' r e  so  i m p l i c i t  -  I  t h i n k  what  i t  was v/e 
d i d  was by m a k i n g c a r e p a t i e n t  c e n t r e d  -  by b e i n g  aw are  t h a t  a  p a t i e n t  
Lad open a c c e s s  to  any member o f  t h e  team t h a t  we had  t o  d e a l  w i th  
t h e  p r o b le m s  t o g e t h e r  n o t  i n  i s o l a t i o n  from eac h  o t h e r  -  we were  a e u r e  
thatYtiCiybe a s t r a i g h t  f o r w a r d  n u r s i n g  p ro b le m  su c h  a s  e n c o u r a g i n g  
e x p e c t o r s . t i o n  i n  someone who had  a  c h e s t  i n f e c t i o n  -  t h e r e  v/e r e  
o b v i o u s l y  a s p e c t s  o f  t h a t  p a r t i c u l a r  p ro b le m  t h a t  c o u l d  be  d e a l t  v / i th  
by t h e  p h y s i o t h e r a p i s t  -  f o r  exam ple  t h e  p h y s i o t h e r a p i s t  c o u l d  come 
a l o n g  and s x y x i i s t E i :  a s s e s a s  a  p a t i e n t * s  c h e s t  and p e r h a p s  s u g g e s t  a 
r e s i n s  o f  cb.cs 1: p h y s i o  -  t h e  n u r s e  c o u l d  t h e n  c a r r y  o u t  seme c f  t h e  
t r e a t m e n t  an d  i n c o r p o r a t e  i t  i n t o  t h e  r e s t  o f  t h e  c a r e .  I t ' s  v e r y  
d i f f i c u l t  t o  t r y  and p u t  i t  i r . o t  words  -  i t  seems to  become i n s t i n c t i v e  
which p e r h a p s  i s  a "oca t h i n e  -  i n i 1 5..all** hod to  t h i r d  - 'bou t  i t  
~ a e r b ^ n ^  two e ’o 1 c o u l d  ho s*/ple i < prl i-f- ' - e t  t .•*
f o  mos t  o f  t h e s e  t h i n g s  a r e  t h r a s h  e l  o u t  a t  t h e  team {jeetd n r ?  ( b e e )
I r e  you a'-/a r e  t h a t  nn 'bcnb:  t a k e s  a l e a d e r s h i a  r o l e  a t  t h e  team 
n e e t i u ;'s'.' k c o s t h e  ten;*' hove  a Ion  dor?
I  t h i n k  s o m e t im e s  i t  dc.ee -  I d e a l l y  I  f o e !  i t  s h o u l d n ' t  hove  t o  have  
a  l e n d e r  i n  t h e  s e n s e  o f  someone who d o m i n o t e s  the  p r o c e e d i n g s  -  I
t h s ’ i n  a moment•
~/hat I  j u s t  wonted  t o  s a y  was I  f e e l  t h a t  c a r r y i n g  0 .1  f rom what  I  s o i d  
p r e v i o u s l y » o f t e n  t h e  n u r s e  "bee:..use t h e ,r have  a l e t  r c r c  p e r s o n a l
t 1' t ’"e r s i t -  e n t  o v e r  a , r a s t e r  v e r i o d  o f  t i m e ,  the*'  t e n !  t o
i n  a s e n s e  i n i t i a t e  t h e  tear* d i s c u s s i o n  i n  a s s e s s i n g  a " a r t i c u l a r  
ti +■ g o *- t  — i  >• other* v/ordo i f  a  p.? Li a n t  i s  brou.0t i  uo i t  i s  v . r*v e f  t e r  
o t ]*e r  ren ' ihers  o f  t h e  i e a n  w i l l  I e o h  t o  t h e  p a r t i c u . l e r  p r i  lar** 
n u r s e  t o  i n i t i a t e ,  a d i s c u s s i o n  a s  t o  L e w t h a t  p a t i e n t  i s .  I  d o n ' t
t h i n k  t h a t 1 s a  bead t h i n g  -  i t ' s  a  bad  t h i n g  when a n u r s e  s t a r t s  to
d i s c u s s  e v e r y  s i n g l e  a s p e c t  o f  wha t  happens !  to  t h a t  p a t i e n t ,  i n  t h e  
w eek.  . /hat I  l i k e  t o  do i s  I  w i l l  t e n d  t o  make a s p e c i f i c  comment on 
u h a t  I ' v e  o b s e r v e d  o v e r  t h e  week -  b u t  i f  i t ' s  s o m e t h i n g  w h ich  i m p i n g e s  
f o r  exarrr l c  o_ an  a s n e c t  o f  p a t i e n t  f u n c t i o n  w here  a n o t h e r  v e r s o n ' s  
e x p e r t i s e  may w e l l  be n e c e s s a r y  to  on! 1 upon  t h e n  I  •••ill do t h a t  -  I  
w i l l  t e n d  to  say  -  w e l l  w e 'v e  been  w a l k i n g  t h i s  p a t i e n t  o v e r  t h e  
weekend -  I  must  s a y  I  found  him i n c o n s i s t e n t  -  how do you f e e l  a b o u t  
t h a t  I r i s h ,  and i s  t h e r e  any a d v i c e  you c o u l d  0 i v e  u s  i n  r - s p e c t  o f  
t h a t  .and t h i s  i s  t h e  way I  t e n d  to do i t .  I  do f e e l  t h a t  t h e  n u r s e  -  
p e r h a p s  b e c a u s e  o f  t h i s  p a t i e n t  a d v o c a t e  r o l e  t e n d s  t o  heve  a l o t  o f  
•...atier, t h a t  i s  o f ten ,  u s e f u l  i n  i n i t i a t i n g  t h e  a t t e n t i o n  o f  t h ein
f o e . -  v .  f i - -  4-on t h a t  u a t i e n t  - aQ f i'>*r t o  Lit t ^ o  --r t  i«v! t   ^o
bec-ius^  oft?: ;.  T f : r;.f th?.t  beoh.Uo? ”)r • /.'* r*i ^ c- r*, '*>• r • >o - -
J f * V <L
en ts  C-Yid
i s  o n l y  / . e ra  t w i c e  a  week you can. o f t e n  d i s c u s s  a p a t i e n t  who h a s  
maybe boon on the  ward two o r  t h r e e  weeks and i t ' s  o n l y  h a l f w a y  t h r o u g h  
th e  p r o c e e d i n g s  t h a t  J r .  1 s l i e r  i s  a w a re  who i t  i s  w e ' r e  taJkir.r- a b o u t ,  
a e c a u o e  he s e e s  so many r e o p l e .  do I  t o r  d to t r v  t o  -;wt t h «  ••••r.tieV!tv j .  * ju' * *"
- c s  v;1 • c v o h u  t i . l h i r g  a b o u t  -..rd t h e n  i t  
p r o g r e s s i o n  so hn:.:nxux±ks t h e  r e s t  o f  t h e  
t e a r  c a r  t h e n  c o a o i n  wit": ; ; h d  o v e r  I t  i v  t h e "  f e e ]  tb  oy want t o  s a y .  
For  e x : a j ' - ,  I  w i l l  o f t e n  cay  i f  you r e c a l l  t h i s  i s  a p e r s o n  who i s  
75 l i v - s  a t  home w i th  h e r  h u s b a n d  h a l f w a y  up nasi:  f a n ’; and t h e n
1 n  r r -: d  1 ^  1 ■■ ■"! • • r *  ' >  v i  «
4- ... . . .L
t h e  p e o p l e  t h i n k  in-- -w  ------- */ H a s t  lo.uk -  t h a t  ’ c
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t h a t  a r e a  t h a t ’ s  way up -  up n a r r o w  w i n d in g  s t r e e t s ,  and  i t  p u t s  t h e  
p e r s o n  i n  c o n t e x t  -  p e o p l e  a r e  a l r e n d v  t h i n k i n g  ah y e s  t h a t ’ s  a b i t  
i n a c c e s s i b l e  t o  g e t  to  -  I  f i n d  t h a t  seems to  be a mush b e t t e r  a p p r o a c h -  
I  t h i n k  y o u ’ r e  aw are  t h a t  p e o p l e  a r e  a c t u a l l y  l i s t e n i n g  and tg p i ing  an  
i n t e r e s t ,  v /h e r s a s  t h e  clanger — t h e  t h i n g  t h a t  L a 'm ened  b e f o r e  was t h a t  
a s  a n u r s e  you t e n d  t o  s a y  -  s o m e t h i n g  l i k e  -  oh y e s  t h i s  i s  a  p e r s o n  
who came i n  w i t h  a s t r o k e  and t h e y  were p y r e x i a l  when, t h e y  came i n  
-  i t ’ s n o t  t e l l i n g  you a n y t h i n g  a b o u t  t h e  p :e rsona  a t  a l l  and t h a t ’ s 
t h e  ty p e  o f  t h i n g  t h a t  u s u a l l y  h a p p e n s .  And you tenfl  t o  g e t  a s i t u a t i o n  
where t h e  n u r s e  i s  t a l k i n g  a b o u t  t h i n g s  t h a t  she  s e e s  a s o n l y  c o n c e r n i n g  
t h e  n u r s e  and t h e  p h y s i o  c o n e s  i n  and  t a l k s  a b o u t  p h y s i o  p r o b l e m s  
t h e  0 ?  w i l l  t a l k  a b o u t  t h i n  r e  t h a t  r e l a t e  t o  h e r  e x p e r t i s e  — t h e  n u r s e  
w i l l  t h e n  c o r e  b a d :  and  t a l k  a b o u t  n u r s i n g  t h i n g s  -  i n  o t h e r  words  y o u ’ve 
g o t  t h e s e  s l i g h t l y  f r a g m e n t e d  t h i n g s  t h a t  hav e  been  t a l k e d  a b o u t  -  and 
y o u ’ r e  n o t  e e ± e x  r e a l l y  s e e i n g  t h e  p e r s o n  a s  s. w hole  -  t h a t ’ s  how I  
f e e l  anywav.
■hat a b o u t  t h e  n o t e s  -  y o u ’ ve g o t  a  d i f f e r e n t  s y s t e m  o f  r e c o r d - k e e p i n g  
h e r e  -  c o u l d  you t e l l  me a  b i t  a b o u t  t h e  f u n c t i o n  o f  t h e  n o t e s .
Yes -  v /e l l  e s s e n t i a l l y  t h e  n o t e s -  a r e  you r e f e r r i n g  t o  w ha t  we c a l l  t h e  
n u r s i n g  n o t e s ?  ( P r o b a b l y ) .  I t ’ s  a  b i t  o f  a  misnom er  r e a l l y  b e c a u s e  
we t r y  to  make them e v e r y b o d y ' s  n o t e s  -  w e l l  I  b e t t e r  q u a l i f y  t h a t  I  
s u p p o s e  -  e v e r y b o d y  who h a s  a l e g i t i m a t e  c a u s e  t o  d e a l  w i t h  t h a t  p a t i e n t ,  
o u g h t  t o  have  f r e e  a c c e s s  t o  t h o s e  n o t e s .  They c o n t a i n  t h e  p a t i e n t 1s  
d r u g  p r e s c r i p t i o n  -  t h e y  c o n t a i n  t h e  docum en ts  t h a t  v/e h a v e  t o  f i l l  i n  
on a d m i s s i o n  and  t h e y  c o n t a i n  b a s i c  i n f o r m s  l i o n  -  a d d r e s s ,  n e x t  o f  k i n  
r e l i g i o n  and t h a t  k i n d  o f  t h i n g  -  t h e y  a l s o  c o n t a i n  i n f o r m s  t i o n  r e g a r d i n g  
t h e  p a t i e n t s  d o m e s t i c  s e t - u p  -  w h e t h e r  t h e y ' r e  m a r r i e d  b u t  a l s o  w h e t h e r  
t h e y  havs- d o m e s t i c  k e l p ,  a  s o c i a l  v :o r k e r , w h e t h e r  t h e y  h a v e  a d i s t r i c t  
n u r s e ,  w h e t h e r  t h e y  l a v e  m e a l s  cn  w h e e l s ,  home k e l p  t h a t  t y p e  o f  t h i n s
/.  i. o
we have  a H o r to n  s c a l e  i n c l u d e d  a s  w e l l  w h ich  we f i l l  i n  when t h e  
p a t i e n t ' s  a d m i t t e d  -  and  we a l s o  f i l l  t h a t  i n  a f t e r  a week o r  h a l fw a y  
t h r o u g h  t h e  a d m i s s i o n  a s  a  c o m p a r a t i v e  t h i n g  -  and t h e n  t h e  r e s t ,  o f  i t  
i s  made up o f  t h e  i n i t i a l  n u r s i n g  a s s e s s m e n t  what  t h e y  f e l t  a n x i o u s  
a b o u t ,  what  t h e y  saw a s  t h e i r  main p r o b l e m s ,  whey they*  t h o u g h t  
t h e y ’ d c o m e in to  h o s p i t a l  -  t h i s  t y p e  o f  t h i n g ,  a l i s t  o f  i n v e s t i g a t i o n s  
b l o o d  t e s t ,  X - r a y s  t h a t  t y p e  o f  t h i n g . ( s h o r t  d i s c u s s i o n  o f  why i t ' s  
i m p o r t a n t  t o  knew eg i f  Xray f i l m  g e t s  l o s t ) .  Then we have  t h e  
s h e e t s  w h ich  t h e  p r i m a r y  o r  a s s o c i a t e  n u r s e  v/i11 s t a r t  t o  draw up a 
c a r e  p l a n  on w i t h  t h e  p a t i e n t . ./e have  a s p  s e p a r a t e  s h e e t  w h ich  t h e
p h y s i o  f i l l s  i n  so i t ’ s t h e r e  to  be s e e n  i n  t h e  n o t e s  by anyb o d y  who 
r e a d s  t h e  n o t e s  and  a s e p a r a t e  CT s h e e t .  How I  f e e l  t h a t  -  I ’ ve o f t e n  
f e l t  t h a t  i t  would be a b e t t e r  a r r n n g e m t n  p e r h a p s  i f  we c o u l d  hav e  
common n o t e s  -  I  know v/e t e n d  to  f e e l  t h a t  t h e  n u r s e s  t e nd  to  do t h e  
n u r s i n g  c a r e p l a n  b u t  o f t e n  what  you want t o  r e f e r  t o  on t h e  p h y s i o  
s h e e t  -  an  a s r e c t  o f  t r e a t m e n t  t h a t  y o u ’ r e  n o t  s u r e  a b o u t ,  an a s p e c t  
o f  e x e r c i s e  o r  t o  do w i t h  m o b i l i s i n g  -  t h i s  s o r t  c f  t h i n n  -  w h a t  t y p e  
o f  f rame o u g h t  t o  be u s e d  -  i n  t h e  s i t u a t i o n  where  y o u ' v e  come o r  o v e r  
t h e  v/e el: end an d  Y o u 'v e  n o t  'been  a b l e  to s p e a k  t o  t h e  p h y s i o t h e r a p i s t  
and  y o u ’ r e  r e l y i n g  on w h a t ’ s  w r i t t e n  down to  t e l l  you w here  y o u ’ r e  
g o i n g  i n  t h e  l i n e  c f  e x e r c i s e  o r  t r e a t m e n t  -  ...nd 7 m us t  s a y  t h e r e  a r e  
t i m e s  v/hen I ’ ve found  i f  d i f f i c u l t  t o  i n t e r p r e t  what  t h e  p h y s i o  h a s
( I  O  V /7 1  —  x * - 0 r ! u \ v ) S  O C  0  .*? t * t : 9  —  t - 1 ’ 0  c  •l-i*  H - >  / *nil. V “
s h o r t h a n d  -  common t o  a l l  ^  k y s i o t h e r - g . i s  t s  b u t  r;~t t o  a n u r s e  -  t h e y ’ r e
w r i t t e n  f o r  o t h e r  p h y s i o s  wot f o r  -  . nd when y o u ’ ve g o t  d i f f e r e n t
c o l o u r e d  s h e e t s ,  b ] u e  f o r  h . y s i o s ,  g r o o r  f o r  n±CTr. -  t h e r e  i s  a  
t e n d e n c y  to  f e e l  t h a t  t h a t  s h e e t  i s  f o r  t h e  p h y s i o s  t o  v / r i t e  on .and 
g e m n o s  t . . u t  c x p l ' - n s  woy — p e r h a p s  wc a ?. 1 c f  us  nc :'d to  be a. b i t  more 
s ec s n  t i v e  to  t h e  wu'r v/e d e a l  w i th  d c c u m o n t a t i o "  -  -w bo k o kt • -- - • * 4 * *- O ' J- ‘ “
t o  re : td  i t .  ho t h a t  v/e can a l l  u n d e r s t a n d  i t  -  so t h i s  i s  a  p f i c ^
ty p e  o f  t h i n g  and  x x t  t h a t  t h e  t h i n g s  t h a t  n :'e w r i t t e n  s h o u l d n ’ t  hove
a  n e g a t i v e  c o n t e n t  -  t o  f a k e  an exam ple  -  p u r e l y  h y p o t h e t i c a l  -  i n s t e a d
coZi.
o f  w r i t i n g  s o m e t h i n g  l i k e  -  t h i s  p e r s o n  may n o t  e v e r  walk  i n d e p e n d e n t l y  
a g a i n  -  t o  t r y  and  d e s c r i b e  i t  i n  a  more p o s i t i v e  l i g h t  -  we :.:ay be 
a b l e  t o  g e t  t h i s  p a t i e n t  t o  walk v / i th  a  z i m n e r  f rame -  u n l e s s  o f  c o u r s e  
y o u ’ ve e x p l a i n e d  t h i s  t o  t h e  p a t i e n t  wha t  t h e  ou tcome i s .  I  thirds; t h a t  
t h e  n o t e s  o u g h t  t o  be w r i t t e n  i n  s. ch a way t h a t  t h e  p a t i e n t  c o u l d  r e a d  
them w i t h o u t  f e e l i n g  a n x i o u s  a b o u t  a n y t h i n g  t h a t  i . s i / r i t t e n  i n  t h e r  •
A l f  a c t u a l l y  had a c c e s s  to  h i s  own n o t e s  (how common i s  t h i s )  n o t  
cor.ir.ion -  h e ’ s t h e  o n l y  o n e .  (why) v e i l ,  I  t h i n k  we w an ted  to  t r y  
t h i s  o u t  b e c a u s e  t h e r e  'were v a r i o u s  moves t o  g u e s t i o n u i n g  t h e  i d e a  of 
w h e th e r  p a t i e n t s  s h o u l d  have  a c c e s s  t o  t h e i r  own n o t e s
I n t e r v i. e w w i t h .... X.L. i » L a
&
well I think we wanted to try it with Alf because there
wev-e var j QLls rn 0 0 1  i ngs and moves whi ch seerned to be goi ng
around the district that was questioning the idea of
whether patients should have access to medical notes
END OF S I D E  ONE OF i APE
P  a t  i e n t s r e a d i n g m e d i c a i n o t e s i s s o m e t h i n g I t h i n k w h i c in
perhpas doctor s , medi ca 1 per sonne 1 have resi sted quite
fiercely in the p a s t „ Often if you read medical notes
the style and manner in which these-? are written -- you can
perhaps understand why -- but it seemed to me that it wa;
an i novation real iy, that .1. think that nurses and
perhaps paramedical people have often been the most
innovative within health care settings and I felt that
i t  was w o r t h  havinq a go and seeing how it worked out. 
Alf is an alert person, an intelligent man - was able to 
contribute a lot to his own care — when he? first came in 
he was the person who told us how he wanted things to be 
done, and he was the person who identified what the 
problems were so it seems only natural in view of that 
that he should see how those thoughts, feelings, 
impressions were being interpreted and see how ~ so he 
could actually monitor whether the staff he was seeing 
every day were carrying out those aspects of the way he 
had verbalised them — and whether the care plan was true
to them — so 1 think from that point of view he seemed to
h e a r e a s a n a b 1 e c a n d i d a t e 
< Ida s this suc c ess f u 1 ?)
It's difficult to say he seemed to feel that the plans 
were true to what it was he wanted •- he appreciated
aspects of the plan that he didn't initially understand -
t h i n g s t h a t p e r h a p s w e w e r e d o i n g b e c a u s e - b a s e d o n 
nursing expertise — looking at. a problem and saying yes 
Alt wants us to do that but we perhaps need to do it in a 
slightly different way, a modified way to prevent
complications. But, then we would always explain that to 
1 f a n y w a y , he al way's knows- what the score i s- and what it 
is we are doing, and what it is we want him to achieve --
and therefore it wasn't so much of a surprise to him to
see what variations there were in the plan from what he 
initially wanted to happen because it had been explained 
and he seemed to appreciate that. Unfortunately it's 
something that's not being carried on because of the 
d i f f i c u 11 i e s r e c e n 1 1 y ' w e hi a v e h a d o n t hi e u n i t — 1 t h i n k
it's true to say that primary' nursing in the way that we
w e r e c a r r y i n □ i t o u t a t f i r s t hi a s n ' t b e e n c a r r :i. e d o u t
■for a number of w e e k s » ( o S S j  We have staff leave— one leave 
for maternity leave ano one leave to oo further 'training 
we were told that these people would be replaced and they 
were not so actually we are in the situation where we were 
expected to maintain the same service but with f ewer-g 
nursing staff ~ also there has been a lot of sickness - we 
are actually in the situation at the moment were the ward 
across the way has closed down so we have got some Winster 
ward patients and some Winster ward staff. We've had the 
situation where because of sickness the primary nurses 
h a v e h a d t o ' c a r e t a k  e ' s o m e b o d y e 1 s e ' s p a t i e n t s w hi i c hi is 
difficult if you are not familiar with them.. And I have 
to say to be perfectly candid that when it's busy and 
you've got few staff on it is very very difficult to take 
the time out to sit and read somebody else's details to 
see what you need to be doing — and there have been times
where we hs v b  had to r&'5i i y shake uursEi v b b  snc! nave a new 
look at what we're doing because we're slipping back into 
the situation where you. are transferring people in a way 
t hat has not necessar i 1 y been pr escr i bed f or t h at per s o n =, 
In other words ~ just basic nursing care -- the 
individualised care - you can't provide. So it's been a 
problem,.- I think this has been reflected in terms of 
staff morale, I think staff morale has suffered and to be 
quite frank with you 1 can't see things settling down in 
the foreseeable future i'm leaving,, there's another 
primary nurse who may well be looking for another position 
in another hospital ~ not because she's necessarily 
di si 11 usi oned , but foecanse she was on 1 y t aken i nt.o t he 
primary nurse role on a temporary basis anyway — and I 
think until the jobs are advertised, new primary nurses 
a r e e m p 1 o y e d a n d t h e s t. a f f i n g s i t u a t i o n s e 1.t.1. e s d o w n .
thsoe new staff themselves start to settle down — it could
take s i m o n t h s ,  probably a year for them to get to grips
wjith the role of the primary nurse - then I think things
w i 11 be unset11ed *
©
(What does the term care mean to you — particularly care
of m e  eiderly:-';
Care of the elderly
to (pause?) I'm just trying to think how I would word it
because it means such a l o t  actually ~ I can probably tell
you more easily what it doesn't mean it doesn't mean
imposing care on people, it doesn't mean looking at.
. ■*•..'< v.
somebody and -determining what would be good for them - and 
imposing that on them --- I think what it means is
s u p p o t" t i n g p e o p 1 e i n d e v e 1 o p i n g a n o p t i m u m 1 e v e 1 o f
i n r i » n « n r l » n r p  i n  n  11 +<=.(••■, f~- 1 i i" h  rA v  ' r-if i  f  rn p » » n c ;  i nr  n  m n
Prracti c:al I v what it means to me is working in
>< V'fVpartnership with the* and trying to -find out what they
have had before in the way of physical well-being and 
looking to see how far you can work towards reaching that
again -- or with the other members of the team getting
Ac.
t o g e t her w i t h th e pat i en t an d perh ap s say i n o /well we c an ' t 
promise that you. are going to be as you. were before but we 
can perhaps help you to be eighty per cent towards what 
you were before ~ in other words it may be that instead of 
being able to walk around the house unaided. climb on 
chairs., hang curtains - this sort of thing - you may well 
navE’ to USB e-u  cks > or a z i mmer frame or you may well have 
to take it easier - you may have to get somebody else to 
stand on the chair and put the curtains up -- this type of
thing — t h e r e ’s no reason why you shouldn't be able to fts-ve
some quality of life within that situation. So 1 think
i t ' s t r y i ng t o mai nt a i n i n clepend en c e and I th i n k t h at
i rnd ortant wi th e 1 der 1 y p eo p 1 e because I thi nk i t. ' s the
t h i n g t h at k eep s t h em o o :l n g — t h at ' s a p er son a 1 op i n i on
Often it's risky because what a person wants to do and
what a carer would like them to do are often poles apart
I can think of a number of situations - patients that we
have had on the war dy that I've been involved with as the
primary nurse who have wanted to go home? and carry on 
living at home and you look at them and think well how the
devil arc? they going manage iven getting them as well
a s  we can he b e s t ma t  we can get i •* o w a r e t h e v q o i n a
to manage but 1 tael thc.t it a person wants to go home
they most have the right to go home even if it's a risk --
I think we've got to respect that and help them towards it
□erhaps i t m e a n s q e 11 i n q t o q e t h e r w i t h 0 T :■ h y s i o d o i n g
home visits .Looking at what can be put in in the way of
domiciliary help, talking to the patient about what they
t v ; .are going to cio saying wei i your a i rn is to go no me out
having been nome with you we teei tnat perhaps you need a
few alter-at ions with regard to furniture -- you might need
a higher chair - you might need to move some of your stuff
out so you have got more room or whatever. it may mean
that you need someone to come in and help you into bed at
niqht -•• you might need the district nurse in to help with
tne catheter ~ there's all manner of things — discussing
that with the patient because at the end of the day it's
very important to bear in mind what th<j?&£T aim is and no
matter how unrealistic it seems initially to try and look
at ways of .trying,to help them get there. Because I feel
that even if somebody goes home and has an accident -
falls down the stairs or whatever, at least at the end of
the day they've been doing what they want t o d o . An d
that means they were happy right up to the moment they
di-ed then that's well worth it. So that's what I think
caring is about - supporting people towards optimum
i n ci ep en cl en c e
(Do vou think that the physios you know have a similar
understand 1 no at careV)
(Pause)
I-.;- \As you know we have two physios working on the ward — I
hink that perhaps one of the physios very much has
similar attitudes to what I have described to vou - about
care - I feel that perhaps the other physiotherapist who
works with us doesn't and often it's very difficult to
work alongside her. (Pause) There are instances where
per hap s i n t h e mu 11 i --ci i sc i. p 1 i n ar y meet i n g wh i I e d esc r i b i n g
what a patient wants and often this particular
physiotherapist — it's difficult to interprets how she 
feels because I don't loiow what goes through her mind or 
what her attitudes are towards care but I think that she 
does tend to look at people and see perhaps a deficit that 
she f eta I s she can improve and impose a regime upon that 
person without necessarily asking them what they want to 
achieve - what they feel the problems are - (Pause) 
without really consulting them as to what that regime of 
exercises or whatever may involve and it's difficult as a 
nurse because when you are looking at what has been 
prescribed and try to interpret that I have often found a 
great deal of resistance- to carrying out those? exercises 
because they've not really wanted to do it — i t ’s not 
realiy what they wanted to do — it's not .aiming towards 
what they want to achieve ••■ and that's often been
(So what I'm really driving at is if professionals are
working together in a team and they have different
philosophies of care - how does that manifest itself?
Does that, cause stress - what actually happens if people
are working to different understandings of care?)
I think it does cause stress -- it causes a lot of
antagonism it will manifest itself in (pause) in thi
particular instance - in respect of the person I have i
mind - I find it very difficult to go and say look we're
having ps-obiems heri~ because the patient doesn't want to
do what you have said in this regime, because often she
becomes antagonised by that statement and will not reailv
offer anything else - there's a degree of inflexibility in
this - she will not sit down and say okay let's have a
look and see -if there's something else we can negotiate
i-.•ere s sometnino eise we □ o 1 ,i. i a own
and explain what I was trying to achei ve and see i f the
patient will accept it - she tends to see it almost as a
criticism — a snub both -from the nursing staff and the
p at i en t an d otten wi 11 r espoti by w:i. t hdr awi ng c; ar e so it's
very difficult and I think we have had — well I won't say
shouting matches because it's not a two-way thing but
arguments that often occur because of such a situation
and it's not. infrsguent — and that's how it manifest:
The problem is that this particular individual is very,
very expert in dealing with stroke patients and (pause) I
think the stress that I often feel is that you at re aware
that there's an expertise there that you want very much to
have access to but often because of the personality you
can't get it — I find that a problem,.
(Do you 'think it's a problem for the patient — in terms of
t h e c a r e t h 0  y e v 0  n t u 0.1 1 y r 0  c 0  i v 0  .)
Yes - yes as I indicated earlier they may often end up
getting nothing - or if they do get something then there's
an element of hostility involved in the giving of it 
u n f o r t unately» (Pause)
< Qu e st i on s ab out self - tr a i ni n g etc.)
1 e f t s c h o o 1 ~ did n ' t k n o w w h a t t o d o -  d r i f t e d t h r o u g ti 
school — then drifted into a job I didn't really like — 1 
was training to be an accountant — 1 got onto a commercial 
a p p r e n t i c e s h i p ~~ t r a i n e e a c c o u n t a n t — d a y r e 1 e a s e t o 
college - very solitary work -- preparing figures - on own 
a lot - not really interested - no aspirations to be an 
accountant - I've never felt myself to be an academic so I 
felt if I wasn't really interested then 1 wouldn't be 
motivated to work for the exams — I was unemployed for a
.\>eek -- couldn't stand it — labourer in steel works
p h y s i c: a 1 w o r k - I did n ' t e n j o y i t a t t h e t i m e 1 n
retrospect I'm glad I did it -- met good people -• did me
gooa a lot out of- it. University -- psychology couse --
d o i n n A - 1 e  v e  I s  o  c i o 1 o g y b..i t  d i  d n ' t  g e  t  g o o ri e  n o la q h q r  a  d e  --
so I aoDlied to Mi dolewood hospi tal to do RMN - seemed
appropriate -- to do with psychology — surprised 1 was ever 
ottered a place —• I reme/Tnar saying at the interview 1
don 'b really want to be a rn.trse — just a stop)gap — once I
got into it I began to get a lot of satisfaction out of
working with people -- structure back in my life and I
tart, eg to feel a. t was what 1 wanted to do — staved th(
full three years — forgot about psych o l o g y . (2261 3 years
at Middle wood. Went on to work on acute p) eye hi atr i c ward.
(riot interested in the elderly because the elderly get a
bad deal — the mentally ill get a bad deal anyway - but if
y o u ' r e o 1 cl a n d m e n t a I1 y i 11 - t h e p s y c h o ~ q e r i a t r i c w a r d s 
tended to be overcrowded - overpoplated - the nursing 
exoertise was minimal -- often there seemed to be a policy 
that nurses who were coming towards retirement were put 
onto geriatric wards because it was felt they were less 
stressful it was a nice way to finish your working life
and therefore there seemed . to be a lack of motivation 
among the staff and I don't think I ever saw a 
physiotherapist at Middlewood, I never saw an OT. Often 
you would have a 30 bedded ward with one trained nurse — 
the rest were nursing auxiliaries — not given any' 
direction at all - just tasks -- getting people up, 
toi I e11i ng thein , si 11i ng them i n a chair , feeding t h e m , 
t o i 1 e 11 i n g t h e m , s i 11 i n g t h e m i n a c hi a i r , t h a t t y p e o f 
thing it just went on ad infinitum. And yet it seemed 
to me that there must be a better way of nursing elderIv
people di dn know what it. was at the time.
I was working on a acute admission ward at the time and I
•felt that in order to nurse people in a different way you
needed to take regard of physical aspects because I always
feel that psychiatric nurses tend to have a total
disregard of physical problems -- and that, you tend to try
and put - because of your lack of physical expertise - you.
.end to put any physical problem down to psychosomatic
problems and I felt it was necessary to take a wholistic
view -- although I wouldn't. have know what the word
wholistic meant at the time — looking at people as a whole
individual and 1 applied to Chesterfield and oot onto a
short course and working for 18 months at Calow and hated
x. ~ nated every minute of if j. think I hated it because
it was just like it had been at Middlewood and I had
expected it to be different somehow - it was just task 
a 11 oca t i o n — a 1 s d the r e w e* r s  a i o t o t d d c! t h i n g s t b a t 
struc:k me ~ the school of nursing was very good at Calow,
I have to say ~ they were very m o t i v a t e d  ~ they visited
and supported you in the best way I suppose they felt they 
could but from an in-service point of view the actual
experience on the ward was very poor -as a student you 
tended to be treated as a extra pair of hands - you were 
EKi vvy and 1 can remember one* x i r s-x oay .1 was x.ne*re 3. 
was given the job of cleaning snow — imitation snow off the 
windows after Christmas - and I can remember thinking — oh 
God I've got 18 months to do a nurse training course and
they've got me doing this and they sent me off early after 
that - and I was really upset they sent -me off early 
because I felt I need to know things - I need to have some 
objectives not just drift through like this. I suppose
t h i n q s q o t a b :i t b e 11 e r , b u t I think nursing is very much
a do-it-yourself course - mental nurses or qeneral nurses
that I mean that lot of the work you need to know to
□ et xihrough an exam you tinci it uut yourself — you get
books — and find it out — often if you ask someody. uni esi
you ask somebody who's very expert and enthusiastic in a
□ articular area then then/ either are very unsure about
t e a c hi i n q a n d t h e r e fore don't e x p 1 a 1 n t h i n q s v e r y w e 1.1 o r
t h e y d o n ' t k n o w a n d v e r y o f t e n t h e y t r y t o c o v e r u p t h e
fact they don't know by qivinq out erroneous information
that doesn't really help you. Find I think the other odd
thing about (Jalow as a hospital is that because they
o n q i n a i  i y transplanted it lock stock and barrel from the
old R o y a l ? you tended to find you had situations on wards
where you had a ward sister who had been a ward sister for
man1 and she had a deputy or senior staff nurse w!iO
ne w■ 4 a s. t r a i n i n g u p t o i n hi e r 1 1. ner Dust — and in certain
i nstances there was almost a situation where people were
d u ff! o t e □ d y p r o c e s s o f ii e a d m e n ' s s h o e s — t hi e y ' d
1 i t e r all v i n h e r i t e d t h e j o b f r o m t h e w a r d s i s t e r . I h o p e
and pray that things are changing i think they'! I have
to because it's such a big hospital that it needed many
more staff to actually go in because there were many more
wards than at the old Royal. And I think whenever vou get
n e w  people coming in you get change. But I didn't much
for things. And when I had actually finished mv 18
month course there I had a letter sent round describina
Hospital. Ward, Primary Nursing -- it
talked about Primary Nursing - it talked abou the tupe of
p e o p 1 e t  h e y w e r e  1 o o k  i n g f o r t o b e P r i  m a r y M u r  s  .i n g a  n d
it really appealed to me - in a sense it actually started
to clarify the sort of thing I f e 11 o u g hi t t o hi a p p e n o n
w a r g i ■ or the elderly. □ i an SD DUX
p r i rn a r y n u r s i n q t e r n acute sur qic a 1 w a r o s o r
o r t h o p a e d i c; but. t si n terms of the elderly it
seemed like a godsend- And 1 Wcibj lucky enough to be
appointed here. But I feel that the Authority have
treated the Unit pretty badly in terms of funding ~ and
support, often they've said one? thing to us and something
entirei ferent n a s ienec!. For ex amp 1 e , you ' 11 be
so such and such the way of biaff or people wi
r e o 1 ci c e □ a n q t h e y 1! a  v i ! p i a c e h a s b e e n
under — funded iwavs ver q u i c k  i d  d a s ! i n t h e
refiectea qi ory o- " l a v r n q  s u c n  a  unit m  t m t h e
n u fn b e r u f p e o p 1 e w e .rooping through here over the
been open has been incredible. . You almost
gex eeli nq bit like a shop window wh i c h
an unfortunate t hi n q And ve found that stressful
I do -feel a loyalty to the unit and to the senior staff 
who work here because 1 don t think it's their fault i t ’s 
happened — I am very much aware that x. hey' have t o u q h c
tooth and nai1 to try and pet as much in the wav of
resources and staff as> they' could for the unit but 1 feel
that they've done? all they can and they can't do any more. 
I think that they' senior staff have been honest enough to 
say to us that they've done all they can and they are no 
longer able to influence the powers that be in respect of 
financing the unit the way it ought to be and the way we
feel it ought to be and therefore i d o n ’t feel any sort of
animosity towards them - but I do feel that it's been a 
bit irksome to try and face visitors coming on the ward to 
talk to them about primary nursing in.a sort of idealised
way that 1 know in my heart of heart's we're not
practising. And that's been a bit stressful.
(And vou're moving on now to Boisever?)
Yes, not because of the problems, l'm moving* on because I
feel that I could very easily stay here and not look for
anything else - I would find it very difficult to motivate
myself and look for another jub» 1 kept saying to myself
yes 1 would look for something else — looking through the
papers and carrying on here essentially because I like it
it here because (pause) I've seen the system
iorking well early on, even though i t *s not working well
at the moment ~ -and 1 feel that in the future if could
work again if tninqs settle down,, Perhaps if we get a
:onti nui ty of primary nurses — at the. moment a. -s. I said
earlier we've got people who are doing it on a temporary
basis and one of the primary nurses is fairlv new to the
position and needs a lot of support. But I do feel if
things do settle down, even though the place will not be 
•funded in the way it ought to be - perhaps we could aim 
towards primary nursing. I think it's a good thing to aim 
towards something like that because even if you don't 
achieve it at least you., by getting part way along the 
path towards it, are thinking about the service you are 
providing. Whereas to dismiss out of hand that you are 
ever going to be able to primary nurse and to dismiss it 
means that you are accepting second best - it doesn't make 
you question what you're doing, looking at what you're 
doing so I think it's always a good thing to aim towards - 
I don't think they'll achieve it to be honest ~ I don't 
think they'll get the recognition that would be necessary 
to do so - I think the attitude is there. Primary nursing 
is merely a vehicle for a particular attitude in care and 
I think the attitude we have here is patient-centre care
so I think the attitude will always be there but whether 
primary nursing will he the vehicle - I think in a pure 
sense it won't - I think we just aim towards it.
<Xn discussing potential areas of conflict between nurses 
and physios, one of the issues that has come up has been 
uniforms — the saga of the uniforms as it's been called — 
now you are in your own clothes - why?)
(P a u s e )
I think that <pause) first of all I should say that we 
were given the choice on here of whether to go into 
uniform or not. An both myself and Irene, and Martin who 
was a primary nurse on here when we first opened, chose 
not to go into uniform. I think the reason I chose not to 
wear a uniform .is because I've worked on units before 
where we've not worn uniform and I've always felt that
contrary to belief - people often say that patients find 
security in somebody wearing a uniform - I feel that it's 
true to a certain extent in that the person will always 
recognise a nurse or a physiotherapist by the uniform but 
I think it.'s not the uniform ultimately that gives the 
person security, it might in the initial instance but I 
think it's the person's approach and attitude that will 
instil confidence in a patient whether it's somebody you 
can have confidence in whether it's somebody who is going 
to explain to you what's happening and what to expect - 
that type of thing - that's what ultimately imparts 
confidence and security. But I think the effect it has on 
the nurse of not wearing uniform ~ you have to be prepared 
to perhpif.s give afrit more of yourself, particularly in the 
initial stages - I have to say who I am to people whereas 
perhaps when I wore a uniform people have just come up to
me and told me1 who I am. Oh you're? Staff Nurse,, car! you 
tell me so and so. I now go up to people and say My 
name's Patrick, I m one of the primary nurses on the ward 
and I ' m looking a-fter your mother, or I'm helping look 
alter your -father — that type o-f thing so I say a bit more 
about mysel -f. And i. don t t h i n k  that s such a bao ‘L i n i n g  
because I think ’what it means is putting things on a bit
more of a human footing --- 1 think people feel they can
refer to you by name then and people do. People will ring 
up the ward and say Is Patrick on and if not is Madeleine 
on or whoever, I've never actually come across anybody who 
has said to me that they would prefer me to wear a uniform 
- the only time I ever wore a uniform was the day Princess
Alice? opened the place and it was suggested that it might
be the done thing to wear a ’uniform it was either that 
or wear a shirt and t? 0  and since i had t o  wor k 1 cdl iJ.  dn 't
1 i'T'i 3  G :i IT e w o i*' k .11 i o i.t *• •*“V1* .i. i.
but I car think of anyone who said to me on that day Dh I
wdu. .t. a Dr" e t  0! vou IaI 0 0? I* a uniform, or anvbodv who had
nevei seen me u n i f o r m w h o s a id D h w e d o n ' t k n o w w h o y o u
in other words, once people have got to know me
once 1 have said who I actually am, if they want to talk t
me and are approaching me on the corridor or something
like that then they won't look for someone in uniform in
preference to me ~ 1 ‘ve not found it a problem in that
respect i  t h i n k  Tii”! ax. pjerhap* s  in  c e r t a i n
circumstances a uni furm may well act as a barrier.
certainly as 1 indicated earlier you have to give a bit
1 et;.s of yourself when y o u ’re-? wearing uniform — the u n i f o r m
is an obvious label .hat tells the world what you are and
wiiat you do and it. /erv eas- then to let people come to
'ou and they will see the uniform and say Oh N u r s e
or Charge Nurse, Sister or whatever. I think you do have 
to give a bit more to people when you don't wear a 
uniform- Because initially they don't know who you are 
and you have to introduce-? yourself to them - but perhaps 
even in certain cases people don't take you quite 
seriously or there are people who don't (pause) »„*„ if 
you're in uniform you're a proper nurse — that sounds like 
a contradiction because I did say earlier I didn't find 
that to be a problem ~ maybe the reason 1 ve not found it 
to be a or obi em is because J. ’ve always sat down and talked 
to people and when people? find j. do know what I ' m talking 
about and that 1 do show an interest and that perhaps they 
then develop a confidence and think Oh yes well lie must 
be a proper nurse because he's saying this.that and the 
other and .[ feel confidence ~ perhaps it s not for me to
say that but that's a feeling I have M a y b e t h a t ' s w h v
cit t h  0 N o r ' t h c *  }"'• ~U f J fcr , , , 0  0  J-j P j . -  j
- • uo e  n t. j-, i ! i- ,r. F_-, j_ j_• 1 ■ ^ n ia i e  sti.rtcv.-^1. nur
demure j-cj o k  i r f q c a  p s  . a  n d t: h s  't t a tf N
•r i  n  d  i-1..l'*&k th.p
^OUlr l  ,v 0 a r  v e r i
slightly more elaborate, and that by the time you pot up
the M a t r o n » because they call them Matrons there, you'd
have these really a m a z i n g  l o o k i n g  t h i n g s with doiliies
ton of theifi and 1 thin.K that people q o  there .is an
element of people sort of enjoying the status rel c i t e d
feel i nos also the idea of having a 1.1 your badges on
I 'vs never worn anv of the badges 1 have ■- I was pleased
to have them but I never particularly wanted to wear them
beeause if anything 1 think they tend to be? a bit
inhibitory oecause
END OF 1 AH L
I think that perhaps there are still a great many nurses
who enjoy the feeling of wearing badges and that perhaps
it is a status related feeling,: i think the thing with me
that in psycni atrv the uniform vou were Given to wear as
male nurse 'was a very poor affair rea.li y — in essence it
( d s u .s e ) i t  tended to du< nothing for the image of nursing
arc a i  x it really smacked of the old idea of asvlum
order 1 v real I y bec.ause i t cons.i sted a f a shiort whi.i te
jacket the sort of thing you see on movies ~ One Flew
U v e r t h e L- u c k o o ' s N e s t — t h a t t y p« e o f t h 1 n g = S o I s u p p o s e
1 must feel somewhere in the back of my mind that if
that s ail they Cd) i otter me i n the way ot a uni f orm then
I d rather not. But i think more importantly I feel as 1
say that i t perhaps makes you come forward to people more?
you a s k e d  me how i. t e l t  o t h e r s  — p a r  a modi  c a l  s  w o u l d  f e e l
-1 honestly don't know I can't answer that ~~ you see the
Diner thing about uni tor ms ~ m  a sense the
physiotherapist and occupational therapist, uni-form is a
more practical uniform to he worn than ever the nursing 
uniform is because if you look at the female nurses they 
often complain about, not being able to get their knees up 
on the bed and this sort of thing, to .Lift, because they're 
r e s t r i c t e d b y t h e ski r t , a n d t h e h a t c 1 e a r I v d o e s n ' t s e r v e 
any purpose now except. for denoting whether you are a 
first or third year student, a sister or a matron — and
perhaps those aren't important issues., So 1 think that 1
can't really answer how the GT and physio might think 
about that. Certainly I would say that their uniform is a 
d a rn n s i a hi t m o r e c o rn f o r t a b 1 e 1 o o k i n q t. o w o r k i n t h a n 
perhaps the female nurses from a practical point of
view. I can appreii ate how people can feel threatened by 
virtue of what i was saying earlier — status- — the feeling
that it Dives you, but I can't - i can appreciate it
because I have seen it demon str a t e d b u t  I can't:
u.n cl er sc an q it. because j  t s a t g s I incj chat s si i sn to rne as
( I i ust want • to t i ni si i d t t by asking ’you about.
p h y s i o t hi e r a p y - w h a t p hi y s i o c a n o f t e r t. h a t n u r s i n g
( I n c: on t i n en c e )
i hfiUE-G) .!. t  h i n k t  n a t  w i t h  r  eyas' cl t o  proiDDt: i no  c o n t i n e n c e
U tv: ci 1 i l l ! w i c h i n c o n t i n e n c e (pause) I've not ai wavs
known what physiotherapy has to offer but .1 can remember
first saying to a physiotherapist have you got something
to offer and she talked at great length about helping
mobility, to help get the patient mobile, and things like
i neon
i n c on
ex o r  c:
i mp or
ah I e
per so
get t
mob i I
physi
won I d
g  d  i  n  C)
r i OCX i.. J. it:-: i-vl f. D
iti Hence* Pit the time I d never really thought about
I 'd thought . about mobility, I'd thought about
itinence ~ but I'd not really thought about specific
i ses -- I can see the importance now, I can see- the
tance of somebody being able to for example, being
I D ti"a n sf er ef f ec t i v e.1 y , b e c a us e t h er e ar e o t  of
where somebody is i neonhi nerve an elderly
n who n o t mobiIe si mol b e c a u s e t h e y c a n ' I:
n nine a r "i d t h e r e f o r ■; v e r y s i rri p 1 e
the physio input can help with somebody becoming
inE nurse u. a n on boar c h e
oinerapist and get: m e  continuity ot a programme that
a i m t o g e t i o n'i e  o n ' moo i j. e then cl earl t h ev are
be .D get to the toilet either under their
steam or at least. transfer. And certainly in
Veducatinq relatives I know the pnysiothErapi st does a
nreat deal ot work with the husband ut one ot my patients
who is chai r bound and he couldn't get his wife onto the
COX i  S t  n and he d just corns to accept the idea tnat ne w<
qoi nq to he wet during the day now she s- not because he
can take her to the loo and he's learnt how to trains ter
she's taught him how to transfer. Bo the important thing
not j ust educat i n u r  si ng st af f i n peivic f 1 oor
exerci sss wher e appropr i ate, 1 n an on—goi ng programme of
m □ b i I i t y — n o t n e c e s s a r i 1 y w h e r e t h e a i m i s t o g e t s o m (a o n e
to the toilet, but just to get them mobile - in a sense
netting them to the toilet would be a bonus in tha'
respect, and educating the relati
1 think that in the instance we were talking about at the
outsst c:sjiiip 1 ementing the treatment of pressure sores™ 1
mean there* are* a lot ot specialist treatments that 
physi other a P'i sts use* wnich aid hsal i ng , like ul tra—vi ol e t , 
.1. c a n ’ t remember the names- of halt these things- — i sn t 
there some form ot magnetic « ■'
hegapulse, which aids healing and 1 think again ar 
i m p o r t a n t i s s u e i s h e 1 p i n g w i t h t r a n s f e r s - o f t e n a 
physiotherapist has been able to demonstrate a technique 
to both the patient and nurses which reduces perhaps, 
friction this is just an example, lifting someone out of 
beo moving . to the side of the bed.-, then bringing their 
legs out, then the body, as oppose to lifting somebody 
bodily across which can often cause friction damage to 
underlying tissues. And I think that the input there.,
i (nprovi ng mobi1i ty suggestions of technique or direct
treatment - aiding in transfer will help with the actual
pressure sore, it means then that the nurse can a .Lung with
the oatlent help to relieve the pressure which may cause
them in the first piace»
(Lea ulcers)
(Pause) To he perfectly honest with you the patients I
have had with leg ulcers - have not really had specific
physiotherapy intervention aimed at helping the healing of
the ulcer., The only thing I can say is I often have asked
for their advice with regard to the type of tubigrip
although I have to say that in one particular instance I
tend to feel that purely based on my own experience, there
is a particular type of tubigrip which is better than one
that 1 know will be? suggested by the physiotherapist
working on the unit, but then 1 think evervone has a
feeling tor a particular thing it it has been useful in
the p a s * you can see it ha-=- an application with a
□ articular patient ■- i thinK it you have a lady who
particularly o edematous ano wno has a leg ulcer it is very
difficult to got shaped tubigrip on and I will often
prefer to use the ordinary uni form tubigrip using the?
applicator, because often you cannot get the shaped
tubigrip over the area — the patient, goes through a lot of
discomfort while you are trying to get the shaped bit over
the foot. So 1 think with leg ulcer perhaps advice with
tubigrip, and the type of passive exercises or active
exercises' I instruct a patient with regard to improving
'enous return was taught to me initially bv
physiotherapist so that's input as well
\ Thank vou very muc!
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INTERVIEW -  PHYSIOTHERAPIST 7HITHGRTH -  5 . 3 . 9 ?
T h i s  i s  g o i n g  t o  be a v e r y  i n f o r m a l  i n t e r v i e w .  /e h a v e n ' t  g o t  a  l i s t  
o f  60 q u e s t i o n s  t o  g e t  t h r o u g h .  I  have  g o t  some t o p i c s  on t h e  c a r d s  
which I  want  y o u r  v i e w s  on -  I  want  t o  g e t  a b i t  o f  a  d i s c u s s i o n  
g o i n g .  F i r s t  o f  a l l ,  t h a n k  you v e r y  much f o r  d o i n g  t h e  d i a r y  s h e e t s  -  
i t  was o f  g r e a t  u s e ,  I  found  i t  v e r y  h e l p f u l ,  and  T do a p p r e c i a t e  t h a t  
i t  t o o k  t i m e  t o  do them -  how d i d  you f e e l  a b o u t  d o i n g  t h e n ?  ^
I/m -  I  was q u i t e  happy  t o  do th e m .  Urn -  i t  was s o m e t im e s  q u i t e  d i f f i c u l t
p2to  know what  w a s ^ r e l e v a n t  -  b e c a u s e  I  was c o m m u n ic a t in g  vd t h  d i f f e r e n t
p e o p l e .  I n  a c t u a l  f a c t  i t  worked o u t  t h a t  t h e  c o m m u n ic a t io n  w a s n ' t  v e r y
vrith h i m s e l f  b u t  t h a t ' s  j u s t  t h e  way t h a t  te am  wrks  an d  so
so m e t im e s  I  w a s n ' t  s u r e  i f  t h e  i n f o r m a t i o n  I  was g i v i n g  was a p p r o p r i a t e .
(Do you f e e l  t h a t  i t  gave me a  good o v e r v i e w  o f  t h e  c o m m u n ic a t io n  a b o u t
\&*yt h e  p a t i e n t  o r  do you f e e l ^  i n  f a c t  t h a t  a  l o t  more c o m m u n ic a t io n  went
on t h a t  you c o u l d n ' t  r e c o r d !  Do you t h i n k  i t  was f a i r l y  a c c u r a t e .? )
ato I
Oh I  t h i n k  i t  c o u l d  have  b e e n  more d e t a i l e d .  Dr b u t  a g a i q / l  was t r y i n ;  
to  p u t  down what  was r e l e v a n t .  TJn -  y e s  t h e r e  was more d i s c u s s i o n  t h a t  
d i d n ' t  go down becau.se s om e t im e s  i t  was n o t  w i t h  t h e  people  
o f f i c i a l l y  s u p p o s e d  t o  be c o m m u n ic a t in g  w i t h .  A. l o t  o f  t h i n g s  g e t  
la s s e d  on t h r o u g h  t h i r d  p a r t i e s  anc  so 011 -  w i t h  t h e  p r i m a r y  c a r e  
t e a m .
( c o u l d  you t e l l  me a b i t  a b o u t  t h e  p a t i e n t / . ' ^
' / e l l  h e ' s  had a c o m p l i c a t e d  h i s t o r y  r e a l l y .  H e ' s  a  g e n t l e m a r  who
t&Hs t a r t e d  o f  vh> t h o u g h t  he was a G u i l l a u m e  B a r r e  syndrom e  a n d  he  g o t  
g r a d u a l l y  worse  -  he was h a v i n g  p h y s i o  b e f o r e  my t ine^T rc r ^  -  he  g r a d u a l l y  
g o t  w orse  and endec! up w i t h  a TH p a r a p l e g i a  and  t h e y  t h e n  d e c i d e d  i'.t 
was an a ng iom a  t h a t  c a u s e d  i t .  3o -  I  d i d n ' t  know him i n  t h e  e a r l ^
o f t e
UdU \ VUwAA/V OuO
s t a g e s :  a t  a l l  -  t e = ^ b e e n  a  p a r a p l e g i c  now f o r  n i n e  y e a r s  and p r i m a r i l y
  k& .T was a s k e d '  by Dr t o  t r e a t  h i s  p r e s s u r e  s o r e s  and  ^ - * ^ 2  s p e c i f i c a l l y
\£ I (a/ ouJ^a s k e d  tas. u s e  u l t r a - v i o l e t , w h ich  we d i d .  I k ,  we d o n ’ t  hav e  one h e r e
so we h a d  t o  g e t  one from Calow,  w i t h  t h e  a p p l i c a t o r s  and so o n .  I
-v t o l dt h o u g h t  i t  was i m p o r t a n t  t o  do p a s s i v e  m ovem ents ,  *i657He l i a n n ’ t  s t o o d
I  ' -ot Iup f o r  n i n e  y e a r s  s o ' hi m on t h e  t i l t  t a b l e  a s  W5 f e l t  t h a t
would g i v e  h i n x  a  b o o s t  p s y c h o l o g i c a l l y  and  i t  d i d  -  he  was q u i t e
a j l oem ot iona l ,  t h e  f i s t  t i m e  he d i d  i t  and  I  t h i n k  t h a t  h e l p e d  -feasi w i t h
b l a d d e r  d r a i n a g e  a i l d / J ^ f e e i ^ u i t e  s t r o n g l y  a b o u t  t h a t  h a v i n g  worked w i t h
m u l t i p l e  s c l e r o s i s  p a t i e n t s  . & f c h a t  was t h e  s o r t  o f  t r e a t m e n t  - -ag .^ we
t a l k e d '  q u i t e  a  l o t  a s  w e l l -um -  A l f *s a v e r y  i n t e l l i g e n t  c h a p  and  he j u s t
UaaJce n j o y e d  h a v i n g  someone t o  t o  a s  w e l l  so  t h e r e  was a c e r t a i n  am ount
o f ,  you know, i n f o r m a l  t r e a t m e n t  a s  w e l l .
^h7h a t  were y o u r  main  a im s ?  What were  you a c t u a l l y  t r y i n g  t o  do'POitU U-n**« • ^
Iw as  t r y i n .  , i n  c o m b i n a t i o n  w i t h  t h e  n u r s i n g  s t a f f  t o  im prove  t h e s e  
p r e s s u r e  s o r e s  which  v/ere v e r y  d e e p  and  n e e d e d  q u i t e  a  lon& a p p l i c a t o r  
t o  g e t  t o  them .  So we were w o r k i n g  v e r y  much a s  a  team on t h a t .  Theyol CAjC_OWVV*x-0
were  d o i n g  t h e  d r e s s i n g s ^ a n d  I  was j u s t  d o i n g  t h e  u l t r a - v i o l e t  and
t r y i n g  to  f i t  i n  w i t h  t h e i r  r o u t i n e  so I  w a s n ’ t  r i p p i n g  o f f  d r e s s i n g s
when t h e y  had  o n l y  j u s t  p u t  them on and  t h a t  s o r t  o f  t h i n g .  So t h a t ' s
why t h e r e  d id  n e e d  t o  be a l o t  o f  c o m m u n ic a t io n  -  so^we s y n c h r o n i s e d
UAO^ <LULZSO '^io u r  t r e a t m e n t  -  t h a t  w a s ^ i m p o r t a n t . Er and  a l s o -  t o  s a v e ^ d i s c o m f o r t  f o r  
A l f .  So t h e r e  was a s  l i t t l e  i n t e r f e r e n c e  w i t h  t h ^ p r e s s u r e  s e r e s  a s  
p o s s i b l e .  Urn, s o r r y  I&ve f o r g o t t e n  what  t h e q u . e s t i o n  w a s . . .
Ij: a  i n  a im s  -  what  were  y o u r  main  a im s
n a m  a im s  -  urn -  I  f e l t  t h a t  t h e  main  a im s  were  t o  a i v e  I l f  a f e l l i n ' 1* 
o f  w e l l - b e i n g  urn -  I  d i d n ’ t ^ f e e l  i t  was l i k e l y  we w ere  g o i n g  t o  h e a l  
t h e  p r e s s u r e  s o r e s ^ r a l t h o u g h  I  was t r e a . t i . n g  them J w a s n ’ t  e x p e c t i n g  t o
O b O
g e t  f a n t a s t i c  r e s u l t s ,  b u t  T f e l t  i f  i t  c o u l d  make A l f  more c o m f o r t a b l e  
t h e n  i t  was w o r th  d o i n g  i t .  TJm, b u t  r e a l l y  t h e r e  w e r e n ' i^many f u n c t i o n a l  
a i m s ,  i t  was t o  a s k s  m a i n t a i n  t h e  s t a t u s  quo an d  I  f e l t  t h a t  we c o u l d  
do q u i t e  a  l o t  t o  l i f t  A l f  p s y c h o l o g i c a l l y  -  so  t h o s e  were  my main  a i m s .
Where were  t h e  p r e s s u r e  s o r e s ?
Sacrum.  T h e re  was one o v e r  t h e  -  y o u ' v e  g o t  me b e c a u s e  t h i s  was a  w h i l e  
ago -
Jp  \
j I  j u s t  v/anted^Jbhe g e n e r a l  a r e a s . )
There  wasone o v e r  t h e  t r o c h a n t e r  -  he*  had  had  an  o l d  wound w h ich  h a d  
b ro k e n  down. I t  was b a s i c a l l y  t r o c h a n t e r  and  t h e  o t h e r  one was a  l i t t l e  
b i t  f u r t h e r  r o u n d  t o w a r d s  t h e  s a c r u m .  One on e a c h  h i p  w h ic h  made i t  
q u i t e  d i f f i c u l t  x±±k t r e a t m e n t  w i s e  b e c a u s e  o f  t u r n i n g  h i m .  H a v in g  t o  
do o n e ,  g e t t i n g  i t  c o v e r e d  up and h a v i n g  t o  do t h e  o t h e r  o n e .
MweJr
So how d i d  you t h i n k ^ p h y s i o t h e r a p y  -  what  s p e c i f i c  p h y s i o t h e r a p y  
i n t e r v e t i o n  d i d  you u s e?  U l t r a - v i o l e t . . . .
I  u sed  u l t r a - v i o l e t .  I  d id  p a s s i v e  movem ents .  And a c t i v e  ««s^sas*Q. whfcere 
p o s s i b l e / '  And I  u s e d  t h e  t i l t  t a b l e  a s  o f t e n  a s  p o s s i b l e .  A l f  d i d n ' t  
a lw a y s  want  t o  go on t h e  t i l t  t a b l e  -  i t  was you know i f  he f e l t  he  
w anted  t o .  A lso  I  s h o u l d  s a y  t h a t ^ f i t t e d  i n  w i t h  o c c u p a t i o n a l  t h e r a p y  
as  w e l l  b e c a u s e  o n c e  we g o t  him up on t h a t  he  d i d  do some p r i n t i n g  so 
i t  rfe*4retb-in w i t h  t h e  CTs a s  w e l l  q u i t e  n i c e ] y  an d  t h a t  gave  him a n o t h e r  
i n t e r e s t  o f  c o u r s e  w hich  t h e y  d e v e l o p e d  -  t h a t  s i d e  o f  i t .  T h i n - s  
t h a t  he h a d n ' t  done b e f o r e  a t  a i i .
I^ T-i g h t ,  so moving away from t h i s  s p e c i f i c  p a t i e n t  now -  c o u l d  we j u s t  
t a l k  a b i t  a b o u t  p h y s i o t h e r a p y  v-'ith t h e  e l d e r l y  i n  h o s p i t a l
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What do p h y s i o s  w o r k in g  w i t h  t h e  e l d e r l y  a c t u a l l y  do?
F ause
Now t h i s  i s  from y o u r  e x p e r i e n c e  -  what  you t h i n k .  ^
I s  t h i s  from p e r s o n a l  e x p e r i e n c e  o f  t h e  u n i t s  I ' v e  worked  on? o r ^ f r o m  
o t h e r  p e o p l e ?
'■xJ u s t  g e n e r a l l y .  )
Well  I  t h i n k  t h e r e  a r e  two t y p e s  o f  p h y s i o  t h a t  g o e s  o n .  I ' v e  s e e n  
t i> Jt h e  o f  p h y s i o  ±fc where  you have  g r o u p s  o f  e l d e r l y  p l a y i n g  games
and a c t i v i t i e s  which- ' I  t h i n k  i t  h a s  some m e r i t s - b u t  I  p e f e r  t o  t r e a t  
e l d e r l y  p a t i e n t s  a s  I  t r e a t  a l l  my o t h e r  p a t i e n t s  -  ±x£ e  a s  i n d i v i d u a l s .  
3$  I ' m  n o t  a  g r e a t  one f o r  g r o u p  a c t i v i t i e s  w i t h  t h e  e l d e r l y .  I  t h i n k  
t h e  o c c u p a t i o n a l  t h e r a p y  h e l p e r s  do some q u i t e  n i c e  a . c t i v i t i e s  w i t h  
them b u t  I  d o n ' t  s e e  t h a t  a s  t h e  r o l e o f  t h e  p h y s i o t h e r a p i s t  -  urn -  I  
l i k e  t o  t r e a t  them a s  i n d i v i d u a l  p e o p l e *  Uni t r e a t m e n t  o f  t h e
e l d e r / y  r e a l l y  i s  v e r y  s i m i l a r  t o  my work w i t h  o t h e r  p a t i e n t s  — um
VAAAcJLa
a s s e s s m e n t ,  o b v i o u s l y  t h e  a c t u a l  t r e a t m e n t  i s  g e a r e d ^ t o w a r d s - a c t u a l " 
f u n c t i o n  -  um b e c a u s e  i t  d o e s n ' t  n e c e s s a r i l y  m a t t e r  w h e t h e r  you  c an  
g e t  y o u r  arm up to  1 8 0 ° -  b u t  i t  does  m a t t e r  i f  you can  c l e a n  y o u r  
t e e t h  and  wipe y o u r  b o t to m  so I  t e n d  to  make i t  more f u n c t i o n a l l y  
o r i e n t e d  b u t  o t h e r w i s e  v e r y  s i m i l a r  t o  e t h o r  p h y s i o  t r e a t m e n t *
Take t h e  u n i t  t h e n ,  l i r c h o v e r  ward -  wha t  d i f f e r e n c e  d o e s  i t  makexvh a v i n g  a p h y s i o t h e r a p i s t  on t h e r e ?  ;
J e l l ,  w i th  t h e  p r i m a r y  c a r e  n u r s i n g  -  w e 'v e  t r i e d  t o  make i t  a  teamyxjOt/J
a p p r o a c h  -  i n i t i a l l y  w e ,■ t h e  o c c u p a t i o n a l  t h e r a p i s t  an d  m y s e l f  f e l t  
a b i t  i n t i m i d a t e d  by p r i m a r y  c a r e  n u r s i n g  b e c a u s e  we h a d  u n d e r s t o o d
t h a t  t h e  n u r s e s  were  g o i n g  t o  do e v e r y t h i n g  -  an d  we would  be  s u p e r f l u o u s  
w hich  u p s e t  us  so me-what  b u t  we were a s s u r e d  t h a t  t h e y  w a n t e d  t o  m a r r y
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primary care nursing with the multi-disciplinary team approach and one-
ClAAa\£-we'd sort of got over that hurdle which took a while with e s s a few 
misunderstandings -
PHONE RINGS -  Anne Answers .
•■here was I  -  t a l k i n g  about  th e  r o l e  o f  the  p h y s i o . . .
^T hat1s r i gh tj
N i g h t ,  once  we'd s o r t  o f  s o r t e d  t h a t  o u t  and um -■ t h a t  took  q u i t e  a  
l o t  o f  t ime a c t u a l l y  g e t t i n g  th e  team g o in g , ,  um, and we a l l  u n d e r s to o d  \ 
■Wttm what our r o l e s  were — a l t h o u g h  o b v i o u s l y  i n  a team l i k e  t h a t  t h e r e ' s
an aw fu l  l o t  o f  o v e r l a p  o f  r o l e s  when you c a n ' t  be too  r i g i d .  Um but  
th e r e  were c e r t a i n  t h i n g s ,  l i k e  t h e  nu sed  wanted to  do -  p ut  N e g a p u l s e  
on and t h i n g s  l i k e  t h a t  and w e / o £ v i o u s l y  have to  draw th e  . l ine  on some 
t h i n g s  -  a l th o u g h  we h e l p  to  t o i l e t  p a t i e n t s  and t h i n g s  l i k e  t h a t  -  we 
do t r y  and work v e r y  much as  a team -  um so the  r o l e  o f  th e  p h y s i o ^ i s  
very  much as  a team member -  but I  t h in k  we can o f f e r  e x p e r t i s e  to  t h e  
r e s t  o f  the  group um -  ( p a u s e )  -  T t h i n k  t h a t ' s  about  how I ' d  s e e  i t  -  
a s  p a r t  o f  a team.
/[ 'Jhen you mentioned  t h a t  everybody  knew t h e i r  own r o l e s  -  w h a t ' s  th e  ±ee 
r o l e  o f  th e p h y s io ?  -  a s  you s e e  i t .  V/hat's  your u n d e r s t a n d i n g  o f  t h e i r  
r o l e ?
On t h a t  p a r t i c u l a r  ward? t o  a d v i s e  th e  n u r s i n g  s t a f f  on h a n d l i n g  xnd  
t h e p a t i e n t s  -  I t h in k  I t ' s  a very  im p o rta n t  r o l d .  Um, to  a c t u a l l y  
t r e a t  where i t  i s  n e c e s s a r y  -  to  do s p e c i f i c  t r e a t m e n t s  j u s t  l i k e  you
C )
would w i t h  any. p a t i e n t  r e f e r r e d  to  y o u .  Um, / I  d o n ' t  know )
b e c a u s e  I  d o n ' t  s e e  my r o l e  a s  b e i n g  e s p e c i a l l y  d i f f e r e n t  to  my r o l e  a s
V.a p h y s i o  f u l l  s t o p .  I  don’ t  s e e  why we s o u l d  t r e a t  t h e  e l d e r l y  a s  some
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Is there any overlap between what yor and the nurse do?
Um -  y e s  I  would s a y  t h e r e ' s  q u i t e  a  l o t  o f  o v e r l a p  b e c a u s e  we d o n ’ t
we hav^  ahave  any  weekend p h y s i o t h e r a p y  and  q u i t e  o f t e n  xxe  p a t i e n t  d o in g  
c - e r t a i n  a c t i v i t i e s  s u c h  a s t r o k e  p a t i e n t ,  where t h e y  need  t o  be 
p o s i t i o n e d .  -  c h a r t s  up  so t h e n u r s e s  c a n  c a r r y  on v /i th  t h a t
o v e r  t h e  weekend p a r t i c u l a r l y  -  when w e ' r e  n o t  t h e r e  -  t h e y  w i l l  q u i t e  
o f t e n  do p a s s i v e  s t r e t c h e s  f o r  us  'when we’ r e  n o t  t h e r e  and  even  d u r i n g  
thew eek  when we a r e  t h e r e  i f  you want -  b e c a u s e  we h a v e n ’ t  g o t  t h e  
t ime  i n  t h i s  h o p s i t a l  t o  t r e a t  t h e p a t i e n t s  as^we would  l i k e  we do 
r e l y  on t h e  n u r s e s  a  l o t  aJuf7 d o in g  a d d i t i o n a l  t h e r a p e u t i c  t e c h n i q u e s  
when we’ r e  n o t  t h e r e w h i c h  I  p e r s o n a l l y  p r e f e r  t h e n u r s e s  t o  be  4 ° i n £ 
r a t h e r  t h a n  an u n t r a i n e d  p h y s i c  h e l p e r *  b e c a u s e  I  f e e l l v e r y  s t r o n g l y  
t h a t  fefes p h y s i o  h e l p e r s  s h o u l d  n o t  be d o i n g  t h e  r o l e  o f  t h e  p h v s i o t h e r a p i s t6i Iu n s u p e r v i s e d • ! ’ d r a t h e r  a  p r o p e r l y  t r a i n e d  n u r s e  jss^mi some o f  t h e  
t e c h n i q u e s  t h a n  t o  se n d  a h e l p e r  up t o  do i t  i n s t e a d ,  and  I  t h i n k  i t  
h e l p s  w i t h  t h e  team approach a s  w e l l  i f  t h e r e  i s  a  c e r t a i n  o v e r l a p  
i n  who does  w h a t . j u s t  a s v h e n  one o f  t h e  n u r s e s  i s  v e r y  b u s y  I
• r  C.O O W
f r e q u e n t l y  t o i l e t  p a t i e n t s  snsi to h e l p  them o u t  and -  t h i s  w a s n ' t  on 
B i r c h o v e r  b u t  on one o f  t h e  o t h e r  w a rd s  -  when t h e y  were d e s p e r a t e l y  
s h o r t  o f  s t a f f  J. g o t  some p a t i e n t s  up f o r  them o n e m o rn i n g  b e c a u s e  I  
c o u l d  do a c e r t a n  amount  o f  p h y s i o t h e r a p y  t e c h n i q u e s  when I  was d o i n g  
t h a t  and  i t  a l s o  l i m p e d  them a t  t h e  s a n e  t i m e  and  T t h i r J f  i t  i s  
i m p o r t a n t  t h a t  we h e l p  ea c h  o t h e r o u t  when w e ' r e  s h o r t  s t a f f e d  a n d . “tt5A+ff? *
'Are t h e r e  any a r e a s w i c h  you E n r . i t  f e e l  a r e / c l e a r l y  d e f i n e d  i n  t e r m s  
o f  r e s p o n s i b i l i t y  -  a r e a s  w here  i t  i s  n o t  c l e a r  whose r e s p o n s i b i a i t y  
a  p a r t i c u l a r  t h i n g  i s ?  N
T uhxnk t h a t  i s  one o f  t h e  p r o b l e m s  w i t h  p r i m a r y  c a r e  n u r s i n g  — urn 
w i t h  t h e  t r a d i t i o n a l  ward where you -  s a y  you were  i n  a  h u r r y  and  you
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w an ted  t o  g i v e  some w  i 1 L i  ^  ul.: r  i n s t r u c t i o n s  a s  t o  how a  p a t i e n t  s h o u l d
be h a n d l e d  you go t o  the- S i s t e r  and  she  knows n i l  t h e p a t i e n t s  and i t ' s
v e r y  s t r a i g h t f o r w a r d .  V/ith p r i m a r y  c a r e  n u r s i n L s o m e t im e s  i t ' s  n o t
easy to find a member staff that you want because they are only
r e s p o n s i b l e  f o r  t h e i r  own group, o f  p. t i e r . t s  -  you u s u a l l y  f i n d  t h e r e
i s n ' t  any one p e r s o n  who is. f a m i l i a r  w i t h  a l l  t h e  p a t i e n t s  so  when
t h e y ' r e  s s r t  s h o r t ,  o f  whdn p e o p l e  a r e  on h o l i d a y ^ t h e y ' r e  c o v e r i n g
o t h e r  p e o p l e ' e  p a t i e n t  g r o u p s  t h e y  p.ujl'l„L£T/ d o n ' t  know v e r y  much a b o u t
t h a t  p a t i e n t  and' t h a t  c an  be a b i t  f r u s t r a t i n g  so me t i m e s  um -  when y o u ’ r e
t r y i n g  t o  work o u t  t h e  t e c h n i q u e s  o f  t r e a t m e n t  o r V J h a t e v e r .  T hey 'nS -
n o t  r e a l l y  v e r y  f a m i l i a r  w i t h  t h a t  o t h e r  p e r s o n ' s  c a s e l o a d  b u t  I
d o n ' t  s e e  t h a t  a s  a  p a r t i c u l a r  f a u l t  o f  t h o s e p i a r t i c u l a r  n u r s e s  -  I  t h i n k
t h a t ' s  a  f a u l t  o f  t h e  s y s t e m  -  i t  d o e s n ' t  r e a l l y  a\low f o r  en o u g h  o fe r l a p
\kxxm,x >kaaA
p a r t d f t i l a r l v  a s  t h e y ' r e  t r y * i n g  t o  r u n  i t  w i t h  reinimu>, e s t a b l i s h m e  n t  -  
\j+jOsXj* W
i t  a*-.tr ^ d i f f i c u l t  s o m e t i m e s .
f  \^Do you f i n d  i t  s t r e s s f u l  a t  a l l ? )
/
Y es  -  i t  car. -  i t ' s  s t r e s s f u l  i n  t h a t  on a t r a d i t i o n a l  w ard  you c a n
go i n  and  i t ' s  m o r e o r g a n i s e d  and t h e r e f o r e  you c an  g e t  y o u r  work done
more q u i c k l y  -  now t h a t ' s n o t  n e c e s s a r i l y  wha t  w e ' r e  a i m i n g  f o r  -  t o  g e t
i t  done a s  q u i c k l y  a s  p o s s i b l e  b u t  when y o u ' v e  g o t  l i m i t e d  h o u s s  you
do f i n d  i t  t a k e s  much l o n g e r  t o  t h e  sam£amount  o f  work done  um on
a p r i m a r y  c a n * n u r s i n g  ward t h a n  i t  would  on a t r a d i t i o n a l  w ard  -  um
b e c a u s e  you h a v e  t o  a p p r e c i a t e  t h a t  p h y s i o i s  o n l y  one  o f  a
group  o f  t h i n g s  t h a t  i s  g o i n g  on -  urn -  i t ' s  n o t  n e c e s s a r i l y  t h e  m os t
i m p o r t a n t  t h i n g  t h a t  t h a t  p a t i e n t  d o es  d u r i n g  t h e  day -  um -  and
t h e r e f o r e  you so m e t im e s  h a v e t o  come s e c o n d  t o  t h e  h a i r d r e s s e r ,  o r  t h e
c h i r o p o d i s t  or  w hatever  -  um -  the  p a t i e n t  has  a s o r t  o f  s t r u c t u r e d
day -^ r they  h a v e  a s a y  i n  what  t h e y  do when and  s o m e t im e s  you f i n d
iM aacU 3 0  v S
y o u r s e l f  f i t t i n g  r o u n d  o t h e r  t h i n g s  —r s  ft more t i m e -
consum ing  t h a n  b e i n g  a b l e  t o  go i n  and t r e a t  t h e  p a t i e n t  when you w a n t
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t o  t r e a t  them so i t  c a n  be s t r e s s f u l  from t h a t  p o i n t  o f  v i e w .
I t ' s ^ t i n e - c o n s u m i n g .
The t e r m  -  m u l t i d i s c i p l i n a r y  c l i n i c a l  team -  a  l o t .  What do
v .
you u n d e r s t a n d  by t h a t  t e rm ?  ^
Well  i t ' s  one o f  t h e s e  s o r t  o f  i n  words  -  I  s t i l l  p r o b a b l y  c o n f u s e  
m u l t i - d i s c i p l i n a r y  w i t h  i n t e r - d i s c i p l i n a r y  -  um b u t  to  me e i t h e r  
t e rm  means d i f f e r e n t  d i s c i p l i n e * w o r k i n g  t o g e t h e r  w i t h  a c e r t a i n  o v e r l a p  
o f  r o l e s  -  w h e t h e r  t h a t ' s  t h e  ^ c o r r e c t  m ean ing  I  d o n ' t  know b u t  t h a t ' s  
t h e  way I  i n t e r p r e t  i t .
/ \fcfrT N
l / o u ld  you s a y  t h e r e ! s i s  a  m u l t i - d i s c i p l i n a r y  team on B i r c h o v e r ?
I  would s a y  so  -  y e s .  Um -  I  t h i n k  p r o b a b l y  you c o u l d  h a v e  more  medic .  1 
i n p u t  -  t h a t ' s  q u i t e  s p a r s e  - / n u r s i n g  o d p a r a m e d i c a l  p r o f e s s i o n s  v;ork 
a s  a m u l t i - d i s c i p l i n a r y  team .
/ S o  w h a t ' s  t h e  -  i f  t h e r e  i s  a d i f f e r e n c e  b e t w e e n  e v e r y b o d y  g o i n g  i n  
and  d o i n g  thfcfc<T own th i n g ^  and  s. m u l t i - d i s c i p l i n a r y  c l i n i c a l  team? 
What i s  i t  t h a t  makes a team i r  r 1' nn a team? )
B ecause  y o u ' r e  c o m m u n ic a t in g  more a s  t o  w hat  y o u ' r e  d o i n g  a n d  t r y i n g  to
£& r \o6Mex\AAAuJf
com plement  eacK o t h e r s  a c t i v i t i e s  varfitte 1  p a t i q t  um
t h e  p. t i e n t  i s n '  t  b e i n g  p u l l e d  i n  a b o u t  s i x  d i r e c t i o n s  a t  o n c e - y o u ' r e
QJX.t r y i n g  to  p u l l  t h e  whole  t h i n g  t o g e t h e r  and  w o r k - " i n s t e a d  o f  you wa n t i n g  
y o u r  own t h i n g  s e p a r a t e l y  and  n o t  l i a i s i n g  -  y o u ' r e  l i a i s i n g  t h e  whole
\\jQrt h i n g  t o g e t h e r  so  i t ' s  much l e s s  c o n f u s n g  f o r  t h e  p a t i e n t  -  you a l l
g o t  t h e  same a i m s - t h a t ' s  why w e 'v e  g o t  t h e  m u l t i - d i s c i p l i n a r y  m e e t i n g
e v e r y  week .so v/e know w e ' r e  a l l  g o i n g  i n  t h e  same d i r e c t i o n  \A. c h - a
pa r t i c u D a  r  p a t i e n t  and  J t h i n k  t h a t  w i  t h o u t  h a v i n g  t h e  team m e e t i n g  
^ f ^ & ^ w o u l d f t t t w o r k  v e r y  w e l l  b u t  f. t h i n k  t h a t ' s  ' w here  v/e a l l  s a y  vZteteUSkA-Jf
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we 1 r e  ming f i r  v / i th  t h a t  p a t i e n t  and  v/e s e t  down p a r t i c u l a r  a i m s  <\S Ana
where t h a t  p a t i e n t  i s  g o i n g - w h a t ° x E x x x ^ f i l § ~ a c R i e t f e  v / i th  them so 
t h a t  o u r  sfe s k i l l s  a r e  c o m p le m e n t in g  e a c h  o t h e r .  I  d o n ' t  t h i n k  t h a t  
n e c e s s a r i l y  works  on a t r a d i t i o n a l  ward  um -  b e c a u s e  t h e r e  i s n ' t  q u i t e  
t h a t  same i n p u t .
Who makes pp t h e  m u l t i - d i s c i p l i n a r y  team? './ho would you e x p e c t  t o  
s ee?
h e l l ,  i n  t h i s  p a r t i c u l a r  u n i t  v /e 've  g o t / g e r i a t r i c i a n s ,  w e ' v e  g o t  a
r e p r e s e n t a t i v e  from e a c h  & g ro u p  p r a c t i c e  o f  G Fs , we’ ve g o t  t h e
p r i m a r y  nurses ,  t h e  ward n u r s e  m a n a g e r ,  v/e s o m e t im e s  h a v e  o u r  n u r s i n g  
Ot£*eOT»Rsana^eV, we have  t h e  o c c u p a t i o n a l  t h e r a p i s t ,  t h e  p h y s i o t h e r a p i s t ,  t h e
s o c i a l  v /c rker  urn and  snm v/e g e t  i n v i t e d  p e o p l e  i n  -  s o m e t im e s  v/e h a v e
t h e  d i s t r i c t  n u r s e / i f  a  p a t i e n t  i s  a b o u t  t o  be d i s c h a r g e d  t h e r e  m i g h t
be p r o b le m s  when t h e y  go back  i n t o  t h e  com m uni ty^so  t h e y ' r e  i n v i t i e d
i n ,  n o t  n e c e s s a r i l y  t o  a l l  t h e  m e e t i n g s  -  b u t  when i t ' s  f e l t  a p p r o p r i a t e .
S o . i t ' s  a  f a i h l y ,  t h e r e  i s  a  s o r t  o f  b a s i c  team b u t  t h e n  i t  i s  . f l e x i b l e -
o t h e r  peopile a r e  i n v i t e d  i n ,  o t h e r  s p e c i a l i s t s  -  um, t h e r e ' s  no/fc
r e a s o n  why t h e  s p e e c h  t h e r a p i s t  c o u l d n ' t  be  i n v i t e d  i n  b u t  I  t h i n k  i t ' s
l a c k  o f  t i m e  -  t h a t ' s  she  d o e s n ' t  come -  so  i t ' s  a  f a i r l y  f l u i d
IpuJfa r r a n g m e n t  - ^ t -h e r e  i s  a  so r t ,  o f  c o r e  t e a m .
I s  t h e r e  a  l e a d e r ?  ■
(Wax^ Ws)
'•re l l ,  I  t h i n k  D r .  would s e e  h i m s e l f  a s  t h e  l e a d e r  -  I  d o n ' t  t h i n k
t h e  r e s t  o f  t h e  team n e c e s s a r i l y  s e e  i t  t h a t  way -  um I  p e r s o n a l l y
s e e  n o t h i n g  wrong i n  a l e a d e r  b e c a u s e  I  t h i n k  t h a t  um i t  h e l p s  t o  draw
t h e  team t o g e t h e r  um so I ' m  q u i t e  hap p y  f o r  him to  be l e a d e r  i f  he  v/idi e s
to  t a k e  on t h a t  r o l e  -  i t  d o e s n ' t  n e c e s s a r i l y  hove  to  be h im ,  b u t  I
bot h i n ) :  you^need  a l e a d e r  m  a  team urn -  t o  c l a r i f y  w h a t ' s  g o i n r  on -  
k e e p  peo r j l e  to  t h e  p o i n t  when d i s c u s s i n g  a c a s e  um -  vou know -  I
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t h i n k  you need  a l e a d e r .
Does i t  m a t t e r  who t h e  l e a d e r  i s ? J
X
ho -  I  t h i n k  i t  H spK E ^ s tends  t o  be a d o c t o r  -  i t  d o e s n ’ t  n e c e s s a r i l y  
have  t o  be q u i t e  o f t e n  i f  D r .  . -4 0 '  i s n ’ t  p e s e n t  t h e  ward m anager  — 
j i s t e r  I f a t f f l l lK f e 'W i l l  t a k e  on t h a t  r o l e  -  t h a t ' s  q u i t e  a c c e p t a b l e .
tjDoes t h e  t e rm  k e y  w o rk e r  mean a n y t h i n g  to  you?
Yes -  um, I  t h i n k  i t ' s  t h e *  t e rm  t h e p r i m a r y  c a r e  n u r s e s  u s e  f o r  th e n -
y*6Y£- o£ cu*-€_
s e l v e s  -  t h a t  t h e y  a r e  k e y  w o r k e r  and  thevj c h i e f  l i a i s e r  b e t w e e n
t h e  d i s c i j i l i n e s  •
.Have you come a c r o s s  i t  u s e d  i n  any  o t h e r  c o n t e x t ?
I  b e l i e v e  s o c i a l • v /o r k e r s u s e  t h e  t e rm  a s  w e l l  i n  t h e  community  -  b u t  i t ' s  
n o t  s o m e t h in g  I  know much a b o u t .
l u s t  t h i n k i n g  a b o u t  when y o u ' v e  b e e n  w o rk in g  on B i r c h o v e r  -  would  you  
s a y  t h a t  a s  a  p h y s i o  you 'were i n v o l v e d  i n  p l a n n i n g  t h e  o v e r a l l  c a r e  
o f  t h e  p a t i e n t ,  d i d  you hav e  any  i n p u t  i n t o  t h e  o v e r a l l  c a r e
or  v/ere you r e a l l y  j u s t  p l a n n i n g  p h y s i o  c a r e ?
Urn -  I  v;ould s a y  y e s  b e c a u s e  -  t h a t  I  would h a v e  p l a n n i n g  i n  t h e  
o v e r a l l  c a r e  b e c a u s e  we a l l  do and  T t h i n k  t h a t ’ s t h e  f u n c t i o n  o f  t h e  
c a s e  c o n f e r e n c e  on a Tuesday  -  t h a t  i s  v ^ r e  we p l a n  t h c o v e r a l l  c a r e  
and  t h a t ' s  s o m e t h i n g  e v e r y o n e  h a s  i n p u t  i n t o .  Um -  so I  d o n ' t  t h i n k  
t h e r e  i s  a^ny  one  p e r s o n  who pfe-r.g t h e  o v e r a l l  c a r e  -  b u t  t h a t  i s  w h e re  
t h e  p h i l o s o p h y  o f  c a r e  o r  t h e  a im s  c\yv)what-i iave-you f o r  t h a t  p a r t i c u l a r
p a t i e n t  a r e  d i s c u s s e d  a n d a g r e e d  upon - i t ' s  a  g r o u p  d e c i s i o n  a s  t o  w h e r e
kg • 0'fO^ GUA*Jv\A-(Lyou s h o u l d  goto -^ and  t h e  o v e r a l l  c a r ^ / f o r  t h a t  p a t i e n t  i s  a g r e e d  -  a g r e e d
objectives - at the Tue dciay ineetxng.
*N/( V/hat h a p p e n s  i f  t h e r e  i s  d i s a g r e e m e n t ?  ;“ /'
There  f r e q u e n t l y  i s  -  T th i n ! :  t h a t ' s  h e a l t h y  -  um and I  t h i n k  t h a t  t h i s  
i s  s o m e t h i n g  t h a t  t h e  p r i m a r y  n u r s e s  found  q u i t e  d i f f i c u l t  a t  f i r s t  
b e c a u s e  t h e y  w e r e n ' t  u * s e d  t o  s t a n d i n g  up and  a i r i n g  t h e i r o w n  v iews  
and t h e y  f e l t  a  b i t  i n t i m i d a t e d  by i t  b u t  now a f t e r  w e ' v e  b e e n  f u n c t i o n i n g  
f o r  wha t  -  a l m o s t  two y e a r s - u m * t h e y  n o w f e e l  a  l o t  more c o n f i d e n t  and  
a r e  p r e o a r e d  to  s t a n d  t h e i r  c o r n e r  and  s a y  t h e i r  b i t  and  I  t h i n k  t h a t ' s  
a  l o t  h e a l t h i e r  -  um and  I  t h i n k  a l o ?  we a l l  l e a r n  a l o t  f rom eac h  o t h e r  
urn -  a b o u t  d i f f e r e n t  p e o p l e ' s r o l e s  -  I  p e r s o n a l l y  f i n d  I  l a a r n  a l o t
QJMfrom t h e  GPs a b o u t  d r u g s  w h ich  i s  s o m e t h i n g  I  q u i t e  weak on and  I
f e e l  f r e e  to  a s k  q u e s t i o n s  i f  ± k s r s  t h e y ' r e  d i s c u s s i n g  t h e  d r u g
re g im e  f o r  a  p a r t i c u l a r  p a t i e n t  I  f e e l  q u i t e  f r e e  t o  p i p e  up  and  s a y  -  
w h a t ' s t h a t  f o r  -  you know, what  a r e  you a i m i n g  t o  do w i t h  t h a t  so  I  
t h i n k  i t ' s  a  g r e a t  l e a r n i n g  s i t u a t i o n .
Gan we t a l k  a b i t  a b o u t  c a r e ?  What d oes  t h e  t e rm  ' c a r e '  mean t o  you?  
Y o u ' r e  t a l k i n g  a b o u t  p a t i e n t  c a r e ?
Y e s ,  c a r e  o f  t h e  e l d e r l y  -  make, i t  a s  g e n e r a l  a s  you l i k e  -  you 
m e n t io n e d  j u s t  now p h i l o s o p y  o f  c a r e  -  v / i th  a  p a r t i c u l a r  p a t i e n t  -  do 
you have a p h i l o s o p h y  o f  c a r e ?  ’. /hat  do you mean by c a r e ?
( r & u s e ) -  I  be  l i v e  i n  q u a l i t y  o f  l i f e  -  and  I  t h i n k  t h a t ' s  s o m e t h i n g  
t h a t ' s  a l w a y s  a t  t h e  back c f  my mind ^  t r e a t i n g  any p a t i e n t  t h a t  
w h e th e r  e l d e r l y  o r  young I  s e e  i t  a s  p a r t  o f  my r o l e  to
im prove  t h e i r  q u a l i t y  o f  l i f e  -  um and  t h i s  c an  be h e l p i n g  t h e n  t o
o  •->. o ; c  v. c l .  v .11V•? *•- ... in a c t i v e  p a r t  i nl i v e  v;i t h  a  d i s u b i l d  ty-urn -  o r  i n  some
o rc u r i n g  a  p ro c ie m .  -  s o r t i n g  $oi£ a p ro b le m  f o r  them -  um, t h a t  would
250
be my pli s i l o  sophy  o f  c a r e  I  t h i n k • t o t a l  s o r t  o f  c o n c e p t .
Do you f e e l  t h a t  t h i s  i s  t h e  same p h i l o s o p h y  t h a t  t h e  n u r s e s  'OA
_  c r  t j.E t  V  ^ > 1  ;1 A W O l o  il*. g p j / ' e - C o J  U o u K .
I  d o n ' t  t h i n k  n u r s e s  i n  g e n e r a l  -  and  I  d o n ' t  th :‘nk t h a t ’ s  a  c r i t i c i s m  
o f  m r s e s  n e c e s s a r i l y ,  u n ,  I  t h i n k  t h a t  a x e t i m e s  -  and  I  t h i n k  i t ' s  
v e r y  much a  c r i t i c i s m  o f  d o c t o r s  s o m e t im e s  t h a t  um -  an d  p h y s io s , t h a t  
s o m e t im e s  you g e t  v e r y  bogged  down i n  t r e a t i n g  a p a r t i c u l a r  p r o b l e m ,
- rfl -—J- l o o k i n g  a t  t h e  w ho le  p a t i e n t  and I  t h i n k  w i t h ^ p r i m a r y  c a r e  
n u r s i n g s  p h i l o s o p h y  and m u l t i - d i s c i l p l i n a r y  and w h a t - h s v e - y o u  I  t h i n k  
we do a l l  l o o k  a t  t h e  w hole  pa t i e n t  and n o t  j u s t  a p a r t  o f  t h a t j >a* i ~ ‘*u 
t h i n k  t h a t ' s  c n e o f  t h e  b o n u s e s  o f  t h a t  s y s t e m .  I  t h i n k  i t  makes you 
have  a b r o a d e r  o u t l o o k .
/D o  you t h i n k  i t  m a t t e r s  n u r s e s  a n d p h y s i o s  who work t o g e t h e r  d o n ' t
V .
c h a r e  common p h i l o s o p h i e s  a b o u t  c a r e ?  ')
%
Urn -  w e l l ,  ( p a u s e )  i t ' s  d i f f i c u l t  r e a l l y  b e c a u s e  I  t h i n k ,  you. know,
i t ' s  bound to  h a p p e n ,  i t ' s  n o t  an i d e a l  w o r l d  -  i t ' s  d i f f e r e n t  p e r s o n ­
a l i t i e s ,  you g e t  a  g r o u p  o f  p h y s i o s  w o rk in g  t o g e t h e r  and  t h e y  d o n ' t  
a l l  t h i n k  t h e  same way sc  you c a n ' t  r e a l l y  e x p e c t  d i f f e r e n t  d i s c i p l i n e s  
t c .  I  t h i n k  i t  i s  s o m e t h i n g  t h a t  h a s  v e ry  much d e v e l o p e d  on t h a t  u n i t .
I  t h i n k  v/e p r o b a b l y  d i d  a l l  hove  v e r y  d i f f e r e n t  i d e a s  adasefc to  s t a r t
Ov\iV4S .w i t h  and I  t h i n k  w e 'v e  grown c l o s e r  t o g e t h e r  a s  d e v e l o p e d .  I  t h i n k
t h a t ’ s oneaM t o f  t h e  b o n u s e s ,  t h a t  t h a t  h a s  t e n d e d  t o  h a p p e n .  I  n o t i c e
t h a t  when someone new j o i n s t h e u n i t  t h a t  -  t h e y  m ig h t  be a l i t t l e  b i t
SOtV oks t e r e o t y p e d  to  b e g i n  w i t h  and t h e y  s o r t  o f  f i n d  i t  a l l  a b i t / u n n e r v i n g
and  t h i s  a p p l i e s  t o  anybody  when th e y  f i r s t  j o i n  t h e u n i t . and t h e n
-VdV'caPt h e y  g r a d u a l l y  f i t  i n  w i t h  t h e  p h i l o s o p h y ^ * #  c a r e .  I 'm  n o t  r e a l l u  
an  s  v/e r i n g  t h e  q u e s t i o n  -  I ' m  d o i n g  my b e s t !  (Vu ^ J nS}
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Could  I  a s k  you a b i t  a b o u t  y o u r s e l f V  ’/ h e r e  you t r a i n e d  and  v/hat 
o t h e r  j o b s  y o u ’ ve  had? •
I  t r a i n e d  N e v /c a s t l e  HVI w hich  i s n o w a t  t h e  P c l y t e c h .  Un a b o u t  ' 6 9  t o  
’ 7 3 .  I  was a b i t  o f  a  s lo w  l e a r n e r  -  s t r u ob lec? v/ i th P h y s i c s .
D i d n ’ t  we a l l ’.
I  n e a r l y  g o t  t h r o w n  o u t ’. But  managed to  s t a y  o n .  and t h e n  I  worked
a t  a  s m a l l  h o s p i t a l  v e r y  s i m i l a r  t o  t h i s  v/hich v/as my l o c a l  h o s p i t a l .
JTow much d e t a i l  do you want me t o  go i n t o ?
f  Vu\J SUa. t^rovjli V\oco<_Vo -f-Cw'SkoJr o*-t - i/<o<vo oo\ACflwcw2.<^  Ua_re. - gooKa-d ov»k
• / e l l  I  v/ant t o  know a b o u t  y o u r r e x p e r i  nee  - ^ w e ’ 11 s t o p  i n  f i v e  m i n u t e s .
'vu i t e  a s i m i l a r  s e t - u p  to  t h i s  h o s p i t a l  r e a l l y  -  t h e r e  were  sortie p a r t -
t i m e  p h y s i e s  -  t h e r e  were  more s t a f f  t h a n  t h e r e  ware  h e r e .  T h e re  v/as
a . S u p e r i n t e n d e n t  p h y s i o ,  t h e r e  was me -  a bn s i c - g r a d e ,  f u l l - t i m e  and
T had t o  s o r t  o f  d e p u t i s e  f o r  t h e  b o s s  -  so I ’ ve a l w a y s  b e e n  q u i t e
k e e n  on t a k i n g  on r e s p o n s i b i l i t . i ^ ? * ^  . I  d i d  t h a t  f o r  f o u t t e e n  mon ths
an iLJ itewft. d e c i d e d  t h a t  I  w a n te d  to  go and work i n  A u s t r a l i  a — ru v c h i e f
i n t e r e s t  a t  t h a t  t im e  v/as n e u r o l o g y  -  I ' v e  a l w a y s  e n j o y e d  t r e a t i n g
s t r o k e  p a t i e n t s  p a r t i c u l a r l y ,  and I ’ ve an i n t e r e s t  i n  F a . r k i n s o n ' s  £o
c l i s e a s e ^ a s  w e l l .  And t h i s  jofe came up i n  A u s t r a l i a  w i t h  t h e  M u l t i p l e
• S c l e r o s i s  S o c i e t y  which  was n o t  o n l y  US b u t  l o t s  o f  o b s c u r e  n e u r o l o g i c a l  V Wtov^ VJr W
d i s o r d e r s  was a  g r e a t  o p p o r t u n i t y  t o  l e a r n  and  i t  v/asa l o t  more
money so I  c o u l d  t r a v e l .  So I  wflAt o u t  t h e r e , worked f o r  t h r e e  y e a r s  -  
t h e  f i r s t  y e a r  I  was t h e  j u n i o r  p h y s i o ,  t h e n  my b o s s ,  t h e  c h i e f  p h y s i o  
l e f t  t o  d e v e l o p  h e r  p r i v a t e  p r a c t i c e  and I  w a s i n v i t e d  t o  t a k e  c h a r g e  o f  
t h e  u n i t  -  v/hich was q u i t e  small .  -  i t  v/as a  p r i v a t e  c l i n i c  w i t h  day
\>\Ap a t i e n t s  coming i n  -^we a l  s^o  owned two n u r s i n g  homes a s  v/e 1 1  so a g a i n  
I  had  an  i n t e r e s t  i n  e l d e r l y  a s  w e l l  , l iaise I  h a d  i n  my f i r s t  j o b  -  t h e r e  
was q u i t e  a  l o t  o f  e l d e r X y  -  s i m i l a r  t o  h e r e .  ;\nd  so I  had  t o  i n c l e m e n t
s e r v i c e  i n t o  t h e  n u r s i n g  homes -  a s  w e l l  a s  t r e a t i n g  t h e p a t i e n t s  on
t h e  u n i t  -  urn -  t h e n  I  d id  a. c o u p l e  o f  locum s  b e f o r e  coming b a d :  to
t h i s  c o u n t r y  -  and  t h e n  d e c i d e d  t h a t  my s e c o n d  i n t e r e s t  r e a l l y  head
r e a l l y  a l w a y s  b e e n  o r t h o p a e d i c s  -  I  f e l t  I  had  s p e c i a l i s e d  i n  n e u r o
f o r  I o n s  e n o u g h t  and  t h a t  I  n e e d e d  to  b r a n c h  o u t  a  b i t  more so I  g o t
oa  jo b  a t  P r i n c e s s  h a r g a r f e t  h o s e  w h ich  was i m p l e m e n t i n g  s e r v i c e  on a 
g e r i a t r i c - o r t h o p a e d i c  u n i t  w h ich  I  r e a l l y  e n j o y e d .
T h i s  was i n  E d in b u rg h ?  .
T h i s  v/as i n  E d i n b u r g h ,  b u t  5$ w a s n ' t  -  i t  was o n l y  a s m a l l  u n i t  so
T was a l s o  g i v e n  some c o n s u l t a n t  work t o  do a s w e l l ,  b a c k  d i s o r d e r s  -
. c o n s u l t a n t s  d o i n g  c o l d  o r t h o p a e d i c s  and  l e g  l e n g t h e n i n g  p r o c e d u r e s
a s  w e l l ,  i t  was an  i n t e r e s t i n g  j o b  b e c a u s e  t h e r e  w e r e ^ q u i t e  s e p a r a t e
p a r t s  t o  i t .  I  worked t h e r e  f o r  j u s t  o v e r  f i v e  y e a r s  -  g o t  m a r r i e d  -
came down h e r e  -  g o t  d i v o r c e d  -  when I  l e f t  my h u s b a n d  t h i s  j o b  was <Sojl»m^q3 cvo W
g o i n g  and  I  t h o u g h t  i t ^ h o  d p o t e n t i a l  b e c a u s e  o f  t h e  d e v e l o p r n e n t S i n
ie a s o  I  came h e r e .
So what  p a r t i c u l a r l y  a t t r a c t e d  you t o  h e r e ?
Urn -  w e l l  I  f e l t  i t  was -  a t  t h e  t i m e  I  was f e e l  i n g  a b i t  u n d e r  p a r  -  
I  had  had  q u i t e  an e m o t i o n a l  b a s h i n g  and  i t  v/as s o m e t h i n g  T f e l t  I  
c o u l d  4 ^ t  on t o p  o f  f a i r l y  q u i c k l y  -  so b a s i c a l l y  i t  -wqgL.bec a u s e  I  
f e l t  i t  wasan a r e a  I  had q u i t e  a l o t  o f  e x p e r i e n c e  in-  and  c o u l d  w a lk  
i n t o  -  f a i r l y  e a s i l y  b u t  aviso t h e  f a c t  t h a t  t h e r e  were/ 'new d e v e l o p m e n t s  
i n  t h e  o f f i n g  a l t h o u g h  a t  t h a t  t i m e i t w a s  a l l  r a t h e r  v a g u e  b u t  i t  was 
m e n t io n e d  t h a t  t h e  h o s p i t a l  wouldbe e x p a n i n d g  and I  t h o u g h t  t h a t  
y&j i n t e r e s t i n g  and  t h e  f a c t  t h a t  t h e r e  v/as g o i n g  t o  be a new p h y s i c  
d e p a r t m e n t  -  I  found  t h a t  i n t e r e s t i n g  -  t h e  t h o u g h t  o f  d e v e l o p i n g  i t  
you know , *£ new s e r v i c e  and s c  o n .  so I  f e l t  i t  was a j o b  I  c o u l d  
h a n d l e  i m m e d i a t e l y  b u t  a jo b  with, p a r t i a l  -  i t  was g o i n r  smewhere.
3 3 1*
E i g h t  -  v/e111 f i n i s h  t h e r e
( i n t e r v i e w  t e r m i n a t e d  due t c  t im e  c o n s t r a i n t s  -  p a t i e n t s  a r r  
a r r a n g e m e n t s  made t o  go b a c k  and f i n i s h  i t  t h e  f o l i o  win .7 wee
i v i n r  -
V \
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\le f i n i s h e d  l a s t  t im e  by t a l k i n g  a  b i t  a b o u t  you and what  y o u ' v e  done 
so  f a r  . . .  so i f  v/e can  j u s t  go on  t o  r e l a t i o n s h i p s  b e t w e e n  n u r s e s  
and  p h y s i o s  , . .  now some p e o p l e  t h i n k  t h e r e  i s  c o n f l i c t  b e tw e e n  
n u r s e s  and  p h y s i o s .  Nov; w h i l e  r e l a t i o n s h i p s  h e r e  a r e  o b v i o u s l y  good 
can  you s e e  any  p o t e n t i a l  a r e a s  o f  c o n f l i c t ?
'..’e l l  t h e r e  have ,  been  -  you p r o b a b l y  know, t h e r e  have  b e e n  a r e a s  o f  
c o n f l i c t  i n  t h e p a s t  -  T t h i n k  we h a v e  been  a d u l t  a b o u t  i t  -  I  p e r s o n a l l y  
had  q u i t e  a l o t  o f  c o n f l i c t  v/ i th  t h e  n u r s i n g  s i s t e r  v/hich I  t h i n k  was 
b a s i c a l l y  a p e r s o n a l i t y  c l a s h ,  um -  t h e r e  v/ere l o t s  o f  rows  b u t  I  
t h i n k  v/e have  now a h e a l t h y  and  p r o b a b l y  a J o t  more h o n e s t  r e l a t i o n ­
s h i p  - than  we had  b e f o r e  -  i t  v/as s o m e t h i n g  v/e had  t o  work t h r o u g h  -  
v /e ' r e  v e r y  d i f f e r e n t  t y p e s  o f  p e o p l e  -  and  you know v/e s o r t  o f  s o l v e d  
t h a t  one -  I  t h i n k  t h e r e  a r e  bound t o  be c e r t a i n  am oun ts  o f  c o n f l i c t  
i n  p r i m a r y  c a r e  n u r s i n g  t h e  n u r s e s  a r e  g e t t i n g  s E r t x s f x x x E i l  u s e d  t o  a
new s o r t  o f  r o l e  and a t  f i r s t  t h e y  t r i e d  t c  do e v e r y b o d y ' s  j o b  f o r  them ■
X t h i n k  t h a t ' s  what  p r i m a r y  c a r e  n u r s i n g  e n c o u r a g e s  them to  do -  t h e n  
t h e y  r e a l i s e d  t h a t  o b v i o u s l y  w e 'v e  g0 ^ a  l o t  t o  o f f e r  to o  and  w e 'v e  
l e a r n e d  now HgEXE where t h e  b o u n d a r i e s  a r e  b u t  h a v i n g  s a i d  t h a t  i t ' s
n o t  d i s t i n c t  b o u n d a r i e s  a s  t o  v/ho d o e s  what  - t h e r e ' s  a l o t  o f  o v e r l a p
b u t  i t  v/as an u n d e r s t a n d i n g  v/e had  t o  come t o  -  so t h a t  v/e knew how 
f a r  t o  go i n  ea c h  d i r e c t i o n .  I t  v/as h a r d  i n  t h e  e a r l y  s t a g e s  b u t  t h e  
m u l t i - d i s c i p l i n a r y  team a p p r o a c h  e n c o u r a g e s  t h a t  -  I  t h i n k  i f  i t  was 
p r i m a r y  c a r e  n u r s i n g  on i t s  own J t h i n k  v/e would  have  beenr -pushed  o u t  
my i m p r e s s i o n  o f  t h e  Bur f o r d  u n i t  i s  t h a t  p h y s i o  and CT d o n ' t  h a v e  
much i n p u t .  I  t h i n k  t h a t ' s  p a r t l y  b e c a u s e  o f  s t a f f i n g  l e v e l s  down t h e r e  
t h e y ' r e  o n l y  p a r t - t i m e  anyway and t h e y  c e r t a i n l y  d o n ’ t  vjtrk i n  t h e  same 
way we do h e r e  -  a s  you know t h i s  v/as b a s e d  on w ha t  t h e y  do a t  E u r f o r d  
v/e m o d i f i e d  i t  a s  a  g r o u p  -  so I  t h i n k  w i t h  p r i m a r y  c a r e  n u r s i n g  t h e r e ' s  
a l o t  o f  p o t e n t i a l  f o r  c o n f l i c t  -  p e r h a p s  more t h a n  i n  a t r a d i t i o n a l  
n u r  s  i  n g -p h y s  i  o r e l a t i o n s h i p .
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/Can you be a b i t  n o r e  s p e c i f i c  a b o u t  t h e  i s s u e s  t h a t  n i g h t  g i v e  r i s e
t o  c o n f l i c t ?  ;
t t .LV i n i t i a l l y  wehad a l o t  o f  d i f f i c u l t y  i n  d e c i d i n g  how we were  g o i n g  
t o  r e c o r d  t h e  n o t e s  -  w here  we were  g o i n g  t o  r e c o r d  them -  urr. -  and
we w e r e n ’ t  r e a d i n g  each  o t h e r ' s  n o t e s  -  we were  a l l  d o i n g  o u r  own t h i n g
which  j u s t  wasn 'J:  w o rk in g team -  we t r i e d  l o t s  o f  d i f f e r e n t
c o m b i n a t i o n s  and  f i n a l l y  t r i e d  what'  e have  now v/here we have  a l l  t h e
n o t e s  t o g e t h e r ,  s e p a r a t e  from t h e  d o c t o r ' s  n o t e s  b u t  a l l  t h e  p a r a m e d i c a l
n o t e s  t o g e t h e r  and  I  t h i n k  t h a t  now means we do -  c e r t a i n l y  we now
have  t h e  o p p o r t u n i t y  t o  r e a d  e a c h  o t h e r ' s  n o t e s  a  l o t  more -  w h e r e a s  
i f  t h e y ' r e  a l l  s t o r e d  i n  d i f f e r e n t  p l a c e s  you t e n d  n o t  t o  b o t h e r .
3o t h a t  was s o m e t h i n g  -  t h a t  t o o k  a l o t  o f  w o r k in g  o u t  -  t o  g e t  a
s y s t e m  t h a t  worked  f o r  a l l  o f  u s  -  t h a t  we w ere  a l l  h a p p y  w i t h  -~we 
h ad  t o  t h r a s h  o u t  t h i n g s  l i k e  -  o r i g i n a l l y  I  worked o u t  a  s o r t  o f
know t h e p a t i e n t  m o r e i n t i m a t e l y  t h a n  we do -  b e i n g  on t h e w a r d  f o r  o n l y  
a  s h o r t  t i m e  o f  day — t h a t  f e l l  b j  t h e  w a y s i d e  -  t h e y  w e r e n ' t  r e a l l y  
i n t e r e s t e d  i n  t h a t  -  x T have  u s e d  t h a t  s o r t  o f  s y s t e m  b e f o r e  an d  f o u n d  
i f  e f f e c t i v e  so I  found  t h a t  a  b i t  f r u s t r a t i n g  b u t  i t  h a d  t o  be  a  
m a j o r i t y  d e c i s o n  urn -  so we would  work t h r o u g h  q u i t e  a few d i f f e r e n t  
p r o b le m s  t o  g e t  t o  t h e  s t a g e  w e ' r e  a t  now and  i t  p r o b a b l y  t o o k  a b o u t  
s i x  months  t o  b u i l d  up a good r e l a t i o n s h i p .
( P a u s e ) - K a v e  I  n o t  a n s w e re d  t h e  q u e s t i o n ?
: I ' m  j u s t  w a i t i n g  t c  s e e  i f  y o u ' v e  g o t  m ore l
f u n c t i o n a l  a s s e s s m e n t  w hich  I  thought ,  t h a t  t h e  n u r s e s  c o u l d  p r o b a b l y
t  wou ld  h i g h l i g h t
sine o f  t h e  p h y s i o  and GT a r e a s  w hich  we w ou ld  need  to  home i n  on
coming i n  p r o b a b l y  a t  a  l a t e r  s t a g e  b e c a u s e  t h e  p r i m a r y  n u r s e  g e t s  t o
1 h a  t  ob o u t  u n i  f  o r t h a t  an  i s s u e  a t  one t im e ?
Y e s ,  i n i t i a l l y ,  what the;' d id  a t  Burford was -  I  d o n ' t  th in k  t h i s  
i n v o l v e d  the  p a r a - m e d i c a l s  but T might be wrong t h e r e  -  the  n u r s e s  
had t h i s  new uniform -  th ey  a l l  d e c id e d  th e y  had to  be i n  the  same 
uniform s c  t h a t  the  p h i lo s o p h y  d i d n ' t  make s e n s e  to  me but th e  id e a  
was t h a t  a l t h o u g h  i t  was a un i form  i t  meant th a t y o u  c o u l d n ' t  be 
i d e n t i f i e d  one from the  o t h e r  -  t h a t  e v e r y b o d y  sh o u ld  be th e  same 
but h a v in g  s a i d  t h a t  y o u ' r e  n o t  g o in g  to  lo o k  l i k e  th e  p a t i e n t ' s  
v i s i t o r s  anyway -  t h e y ’re  g o in g  to  be in  t h e i r  own c l o t h e s  -  when 
v i s i t o r s  come in  t h e y ’ re  not  g o i n g  to  be a b l e  t o  i d e n t i f y  who’ s  in- 
charge o f  theward -  who to  speak  to  -  th e y  d o n ' t  know who th e  primary  
nurse i s  -  no d i f f e r e n t i a t i n g  uniform -  and t h e y  might  p a r t i c u l a r l y  
want e± to  speak to t h e p h y s i o  or  CT or w h a t e v e r ,  and a l l  o t h e r  h s o p i t a l s  
v;e a l l  do i t  -  we a l l  d i f f e r e n t i a t e  p e o p l e  by what t h e y ' r e  w e a r in g  
I  th in k  t h a t ' s  q u i t e  im portan t  b e c a u s e  i t  m a k e s i t  e a s i e r  f o r  th e  peop le  
coming i n  un -  I know I f i n d  i t  e a s i e r  when I  walk o n to  a s t r a n g e  ward 
to  s e e  who p e o p le  are  -  t h e i r  t h e o r y  was t h a t  i t  was too  i n s t i t u t i o n a l i s e d  
and th e y  d i d n ' t  l i k e  i t  -  now Burfoid I  t h i n k  d e c i d e d  not  to  have  
u n iform s  a t  a l l  -  t h a t  was i t  -  t h a t ’ s  r i g h t  a.nd the  g e n e r a l  p u b l i c  
k ic k e d  up a f u s s  and th ey  had to  go back i n t o  un iform  -  t r a d i t i o n a l  
uniform -  s c  th ey  went f u l l  c i r c l e  -  t h e y  th o u g h t  about  m u f t i  h e r e  and 
most o f  them ’w e r e n ' t  keen on i t  so  t h e y  d e c i d e d  to  have one un iform  
fo r  ev e r y b o d y ,  then i t  got  changed1 and they  d e c i d e d  they would have one  
uniform f o r  t r a i n e d  s t a f f  and one f o r  u n t r a i n e d  and I was su pp osed  to  
go i n t o  th e  one the  t r a i n e d  s t a f f  had -  I  f e l t  t h a t  I c o u l d n ' t  a f f o r d  
to  spend -  waste '  -  two thousand pounds e q u i p p i n g  rny s t a f f  w i t h  new
u n i f o r m s  -  t h e r e  were o t h e r  more p r e s s i n g  t h i n g s  t o  sp e n d  mone y on 
so T r e f u s e d  -  I  was p r e s s u r i s e d  q u i t e  s t r o n g l y  by i n  t h e
b e g i n n i n g  to  wear  w h i t e  t r o u s e r s  I  t h i n k  i t  was and  I  s a i d  no way -  
n o t  when I ' m  d o i n g  o u t - p a t i e n t s  a s  w e l l  -  i t  was r i d i c u l o u s  -  t o t a l l y  
i m p r a c t i c a l  -  ur; t h e  CTs d i d  go i n t o  i t  t o  s t a r t  w i t h  and  t h e n  T t h i n k  
a  l o t  r e v e r t e d  back  t o  t h e i r  o l d  u n i f o r m s ,  t h e  r a d i o g r a p h e r  f l a t l y  
r e f u s e d  a s  she  w a s n ' t  g o in g  on to  t h e  ward anyw ay ,  s o ,  y e s  t h e  n u r s e s
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went  i n t o  a  new u n i f o r m  w h ich  t h e y  h a v e  s i n c e  changed  y e t  a g a i n  
s i s t e r s  h&e had  -  f i r s t  o f  a l l  t h e y  a l l  h a d  t h e  same,  t h e n  t h e y  
d i f f e r e n t  one and  n o v / th e y ! ve g o t  a  d i f f e r e n t  one a g a i n  -  a l l  i n  
l o t  o f  money h a s b e e n  w a s t e d  -  w h ich  I  t h i n k  f e e l  q u i t e  s t r o n g l y  
a b o u t . .  T h a t ' s  i t  -  i n  a n u t s h e l l .
\Eow was t h e  i s s u e  r e s o l e d  i n  t h e  end?
Urn -  w e l l  b a s i c a l l y  w e’ r e  b a c k  t o  s q u a r e  one -  a l t h o u g h  i t ’ s  a  d i f f e r e n t  
u n i f o r m  i t ’ s  a  d i f f e r e n t  one f o r  t h e  s i s t e r s ,  a u n i f o r m  f o r  t h e  s t a f f  
n u r s e s  who a r e  t h e  p r i m a r y  c a r e  n u r s e s ,  and  a u n i f o r m  f o r  t h e  a u x i l i a r i e s  
and  p a r a m e d i c a l s  wear  t h e i r  n o rm a l  u n i f o r m s  -■ so w e 'v e  r e a l l y  gone  f u l l  
c i r c l e  b a c k  t o  where we s t a r t e d .  And I  d o n ' t  t h i n k  an y  o f  them w an ted  
t o  work i n  t h e i r  own c l o t h e s ,  w i t h  t h e  e x c e p t i o n  p r o b a b l y  o f  S i s t e r  
k a t c l i f f e  who i s t h e  ward  m anager  she  w e a r s  h e r  own c l o t h e s  b e c a u s e  
e x c e p t  f o r  when t h e y ' r e  p u s e h d  s h e  d o e s n ’ t  have  t h a t  much c l i n i c a l  
i n p u t .
Vhy do you t h i n k  p e o p l e  wear  u n i f o r m s ?
h e l l  p e r soaa lO .y  I  t h i n k  we were t o l d  a l o t  o f  c l a p t r a p  when we were 
down a t  B u r f o r d  U n i t  a b o u t  i t  makes you f e e l  b i g  and  i t  makes  you  f e e l  
i m p o r t a n t  -  t h a t ' s  n o t  why I  wear  a  u n i f o r m  -  i  wear  a  u n i f o r m  b e c a u s e  
I  do n o t  l i k e  KgRmZiggH. s p e n d i n g  a f o r t u n e  on c l o t h e s  -  i t ' s  n o t  a  hriigh 
p r i o r i t y  f o r  me -  I  do n o t  wi^h t o  w ear  m y  own c l o t h e s  t o  work b e c a u s e  
t h e n  t h e y  would  become work c l o t h e s  and  I  would  have  t o  h a v e  s x ^ i r  
a n o t h e r  s e t  o f  c l o t h e s  f o r  a t  home -  i ' t ' s  c o n v e n i e n t ,  i t ' s  e a s i l y  
washed'- -  i t ' s  d h r a b l e  -  i t ' s  p r a c t i c a l  -  and t h a t ' s  why I  w ear  a  u n i f o r m  -  
I  d o n ' t  n e e d  a  u n i f o r m  t o  bake  me f e e l  i m p o r t a n t .
\khy  do you t h i n k  i t  becafime • such  a b i g  i s s u e ? " )
-  t h e  
had  a 
a l l  a
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l e r s o n a l l y  -  T d o n ' t  know but I  do know t h a t  t h e y  s p e g t  a l o t  o f  t ir .e  
t a l k i n g  about u n i fo rm s  and i n  th e  e a r l y  s t a g e s  o f  t h a t  u n i t  e v o l v i n g  
we s h o u ld  have been g e t t i n g  down and XEXHixing s o r t i n g  out our m u l t i ­
d i s c i p l i n a r y  team. I  did ment ion  t h i s  once  or  t w ic e  b e c a u s e  I f e l t  
t h a t  would be the  key  to  s u c c e s s  or  f a . i l u r e  o f  t h a t  u n i t  and a l l  th ey  
cou ld  th in k  about  was who t  u n i fo rm s  th ey  would w e a r . . . .  which I  thought  
was v e r y  low down on the  l i s t  o f  im p or tan t  i s s u e s .
So i t  was an im p or tan t  i s s u e  fo r  them?.
For them but n ot  fo r  us  -  we c o u l d n ' t  u n d e rs ta n d  a l l  th e  f u s s  about
/how p e o p l e  t a l k  q u i t e  a l o t  about  handing  over  s k i l l s .  In terms o f
\
you handing  ov er  s a i l s  to  n u r s i n g  s t a f f  -  how do you f e e l  ab o u t  t h a t ? 1:
Um -  I  d o n ' t  f e e l  t h r e a t e n e d  by i t .  Because  I b e l i e v e  i n  s h a r i n g  
s k i l l s  -  o b v i o u s l y  up to  a p o i n t  -  we have  c e r t a i n  l e g a l  r u l e s  and 
r e g u l a t i o n s  -  w e 'r e  n o t  a l l o w e d  t o  l e t  o t h e r  p r o f e s s i o n s  do -  e l e c t r i c a l  
t e c h n i q u e s  and so on t h a t  t h e y ' r e  not  t r a i n e d  to  do -  but  I  t h in k  
i t  i s  im p o t ta n t  t h a t  we do sh are  our s k i l l s  s o  t h a t  we work a s  a team 
p a r t i c u l a r l y  a s  we d o n ' t  have any weekend co v e r  h e r e .  I t ' s  r i d i c u l o u s  
to  t h in k  you can j u s t  do the  p h y s i o  f i v e  days a week -  y o u 'v e  g o t  to  
share  our s k i l l s  so t h a t  you can g e t  c o n t i n u i t y  o f  c a r e .  Um -  and I  
th ink i t  i s  a v e r y  i n d i v i d u a l  t h i n g  -  I d o n ' t  s o r t  o f  say  oh y e s  th e  
nuEses can do a l l  o f  such  and such -  we work i t  o u t  w i t h  each p a t i e n t  -  
each p a t i e n t ' s  programme -  and c e r t a i n  s k i l l s  are  sh a red  f o r  t h a t  
p a r t i c u l a r  p a t i e n t .  I t ' s  not a. g e n e r a l  h an d in g  over  o f  s k i l l s  urr. -  
one s p e c i f i c  t h i n g  wouldbe the  p o s i t i o n z i n g  o f  s t r o k e  p a t i e n t s  I  f e e l  
i t ' s  very  im p ortan t  t h a t  t h a t  i s  c o n t i n u e d  when w e' r e  n o t  around and 
t h a t ' s  so m eth in g  the  n u r s e s  are  q u i t e  c a p a b le  o f  d o in g  - w e ’ ve g o t  
c h a r t s  up -  you j u s t  have to follow th e  c h a r t s .  And t h a t  r e a l l y  make s o u r
j o b  a  l o t  e a s i e r  when v/e come bakfc i n  on a i onday  -  i f  w e 'v e  g o t  a  s t r o k e  
p a t i e n t  w h o ' s  d e v e l o p i n g  s p a s t i c i t y  -  so i t  c e r t a i n l y  h e l p s  t h e  team 
a p p r o a c h  i f  we s h a r e  s k i l l s  and h e l p s  t h e  p a t i e n t  u l t i m a t e l y  r e c v o e r y .  
T h a t ' s  j h s t  one example  o f  t h e  t h i n g s  v/e do -  do you want  some more?
t
f I f  y o u ' v e  g o t  some, y e s .
urn -  l i k e w i s e  I  d o n ' t  f e e l  I 'm  t o o  i m p o r t a n t  t o  t o i l e t  p a t i e n t s  e t c .  
f o r  t h e  n u r s e s  and  i n  t i n e s  o f  s t r e s s  and  s e v e r e  s t a f f i n g  p r o b l e m s  I ' v e  
b e e n  known t o  g e t  p a t i e n t s  u p .  I f  t h e y ' r e  h ap p y  f o r  meto  do t h a t  t h e n  
I ' m  happy t o  h e l p  i f  I ' v e  g o t  t i m e  t o  do i t .  Urn -  home v i s i t s  -  t h a t ' s  
s o m e t h i n g  v/e s h a r e  n o t  so much w i t h  t h e  n u s e s  b u t  w i t h  t h e  OT i t ' s  v e r y  
much a j o i n t  t h i n g  -  so m e t im e s  t h e  n u r s e  w i l l  come a l o n g  b u t  n o t  v e r y  
o f t e n  b u t  t h a t ' t  e n t i r e l y  h e r  c h o i c e .
I s  t h e r e  a n y t h i n g  e l s e  you £&&1 t h a t  a s  a  p h y s i o  you c a n  t e a c h  t h e  
n u r s e s ?  Any p a r t i c u l a r  s k i l l s ?
. / e l l  I  t h i n k  I  m e n t io n e d  p r e v i o u s l y  t h a t  I  f e e l  v e r y  s t r o n g l y  a b o u t  
l i f t i n g  and  h a n d l i n g  -  and  t h a t ' s  s o m e t h i n g  xk±Bk t h a t  I ' v e  made a 
p o i n t  o f  d o i n g  -  r e g u l a r  s e s s i o n s  w h ich  s t a r t e d  o f f  q u i t e  e n t h u s i a s t i c a l l y  
and  t h e n  t h e y  s o r t  o f  t a i l e d  o f f  b e c a u s e  w i t h  s t a f f  s h o r t a  e s  t h e y  
f o u n d  t h e y  c o u l d n ' t  a c t u a l l y  a a r e  t h e  s t a f f  t o  come t o  h a v e  a  f o r m a l  
t a l k  -  I  t a l k  a b o u t  back  c a r e  -  and  g e t  t h e  s k e l e t o n  o u t  and  t a l k  a b o u t  
b a c k s ,  h a n d l i n g  t e c h n i q u e s ,  and a l s o  t h e  f a c t  t h a t  d i f f e r e n t  p e o p l e  
n e e d  d i f f e r e n t  t h i n g s  -  i t  d e pends  how t a l l  you  a r e  -  how s t r o n g  you a r e  
you n e e d  to  r t t o d i fy  t e c h n i q u e s  to  y o u r  own pe rsona l  u se  -  I  f e e l  v e r y  
s t r o n g l y  a b o u t  d i f f e r e n t  n u r s e s  t e n d  t o  be t a u g h t  s t e r e o - t y p e s  t e c h n i q u e s  
a n d  i f  you g e t  a  t a l l  n u r s e  and a s m a l l  n u r s e  t r y i n g  t o  work t o g e t h e r  
s u i n g  an  A u s t r a l i a n  l i f t  w hich  i s  c l e a r l y  u n s u i t a b l e  f o r  t h e  two p e o p l e  
i n v o l v e d  and I  d o n ' t  t h i n k  t h a t ' s  r e a l l y  b e e n  gone i n t o  b e f o r e .  I  t r y  
t o  t e a c h  them on a more i n d i v i d u a l  b a s i s  -  t e a c h  them same b a s i c  t r a n s f e r
s k i l l s  and  t h e n  e n c o u r a g e  them t o  m o d i fy  them J S  d i f f e r e n t  s i t u a t i o n s  
t o  t h e i r  own n e e d s  and  t o  t h e  n e e d s  o f  t h e  p a t k t n t .  Nov; r e c e n t l y  I ' v e  
b e e n  h a v i n g  t o  j u s t  do i n d i v i d u a l  s e s s i o n s  b e c a u s e  o f  t h e  s t a f f  
s h o r t a g e s  b u t  i t ’ s  s t i l l  g o i n g  on and  t h e y  know t h e y  can  come t o  me 
and  t h e y  do cometo rneon t h e  w ard  and  s a y  l o o k  I ' m  h a v i n g  t r o u b l e  w i t h  
t h i s  p a r t i c u l a r . ' p a t i e n t  -  can  you h e l p  u s  -  show us  how t o  h a n d l e  them 
so t h a t ' s  o m e th in g  t h a t  I  p e r s o n a l l y  a s  a  b a c k  s u f f e r s ? t h a t  I  f e e l  v e r y  
s t r o n g l y  a b o u t .  And I t ' s  a  s k i l l  t h a t  we m us t  s h a r e  w i t h  e v e r y b o d y .
I s  t h e r e  a n y g h i n g  you do -  i n  y o u r  work on t h e  w ards  -  t h a t  you r e a l l y  
t h i n k  i s  t h e  n u r s e ' s  jo b ?  '
I  t h i n k  t h i n g s  l i k e  t a k i n g  t e m p e r a t u r e s  -  t a k i n g  b l o o d  p r e s s u r e  -  i f  I  
come on and t h e r e ' s  a  new s t r o k e  p a t i e n t  i n  and  I  s a y  i s  t h i s  -  c a n  you 
t e l l  rr.e i f  t h i s  p a t i e n t ' s  b l o o d  p r e s s u r e  s t a b l e  enough  f o r  u s  s t a r t  
d o i n g  p h y s i o  -  I  would  n o t  go i n  a  t a k e  t h a t  p a t i e n t ’ s b l o o d  p r e s s u r e  
m y s l e f  b e c a u s e  I  would  f e e l  t h a t  t h a t  would be e n c r o a c h i n g  on t h e i r  
t e r r i t o r y  -  urn, j u s t  a s  I  would  n o t  s t a r t  s p o u t i n g  o f f  a b o u t  w h a t  d r u g s  
t h e  p a t i e n t  s h o u l d  be on -  I  d o n ' t  f e e l  c o m p e t e n t  t o  do t h a t  -  i f  
s o m e b o d y ' s  g o t  a  l o t  o f  s p a s t i c i t y  I  m i g h t  s o r t  o f  s a y  w e l l  you know 
±kx±± p e r h a p s  a s m a l l  dose  o f  v a l i u m  n i g h t  h e l p  me t o  do my p h y s i o  b u t  
on t h e  whole I  f e e l  t h a t  t h i n g s  l i k e  t h a t  a r e  much b e t t e r  u n d e r s t o o d  
and  t h a t  t h e  n u r s e s  have  much more kno w led g e  t h a n  I  do -  c e r t a i n l y  i t ' s
VI £s o m e t h i n g  t h a t  x  d i s c u s s  -  I ' m  c e r t a i n l y  e a ^ e r  t o  l e a r n  a b o u t  w h a t  
d i f f e r e n t  d r u g s  do -  b u t  on t h e  whole  t h a t  i s o n e  a r e a  t h a t  I  f e e l  t h e  
doc<bos and  n u r s e s  a r e  f a r  more c o m p e t e n t  i n  and  t h a t  I  d o n ’ t  h a v e  a  
l o t  to  o f f e r  p e r s o n a l l y  -  some p h y s i o s p r o b a b l y  know more a b o u t  d r u g s  
t h a n  I  do -  and  t h a t ' s  one o f  t h e  t h i n g s  I  m e n t i o n e d  p r e v i o u s l y  t h a t  
i n  t h e  c a s e  c o n f e r e n c e s  I ' m  k e e n  t o  l e a r n  more a b o u t  t h e s e  t h i n g s  t h a t  
you  h a v e n ' t  had  asmuch t r a i n i n g  i n  a s  o t h e r s .
Do you e v e r  f i n d  y o u r s e l f  d o in g  s o m e t h i n g  you r e a l l y  f e e l  t h e  n u r s e s  
o u g h t  t o  be do ing?
Som et im es  -  o n l y  i f  -  i f  t h e r e  a r e  a  l o t  o f  n u r s e s  s t a n d i n g  a r o u n d  
w hich  does  happen  -  p a r t i c u l a r l y  t h e  u n t r a i n e d  n u r s e s  -  o c c a s i o n a l l y  
I ' l l  go on t h e  ward an d  I  know I ' v e  o n l y  g o t  two h o u r s  t o  do a  c e r t a i n  
number o f  p a t i e n t s  and  none o f  t h e  b e d s  a r e  made -  and  you w an t  t o  l i e
a p a t i e n t  on a bed  t o  dofr c e r t a i n  p r o c e d u r e s  and  f i r s t  y o u ' v e  g o t  t o
s e t  a b o u t  mak ing  t h e  b e d ,  t o  p u t  them on i t .  how, i f  t h e  n u r s e s  a r e  
r u n n i n g  a b o u t  l i k e  s c a l d e d  c a t s  I  do n o t  f e e l  u p s e t  a b o u t  i t  a t  a l l  
b u t  i f  t h e r e ' s  a  l o t  o f  p e o p l e  h a n g i n g  a b o u t  t h e n  I  do f e e l  annoyed  
t h a t  t h e y  h a v e n ' t  done them f o r  me, b e c a u s e  T d o n ' t  f e e l  I  s h o u l d  be 
v / a s t i n r  my t im e  d o i n g  t h a t  p a r t i c u l a r  t h i n g  i n  t h a t  s i t u a t i o n .  Go 
t h a t ' s  p r o b a b l y  a b o u t  t h e  o n l y  t h i n g  r e a l l y  w h ich  b o t h e r s  me.  p e r h a p s  
t h e  t o i l e t  t i n g  a s  w e l l  -  you. know, i f  t h e y ' r e  o b v i o u s l y  n o t  b u s y  -  um 
I  t h i n k  i t ' s  w i th  t h e  m e rg i n g  o f  r o l e s  -  I  f e e l  i t ' s  n i c e  t o  be  a b l e  t o  
h e l p  e a c h  o t h e r  o u t  i n  a c r i s i s  o r  when y o u ' r e  s h o r t  o f  s t a f f  b u t
t h e r e  a r e  c e r t a i n  r o l e s  t h a t  t h e y  o u g h t  t o  be g e t t i n g  on w i t h  -  I  mean
t h e  i d e a  i s  t o  b a k e  e a c h  o t h e r ' s  §ob e a s i e r  - n o t  t o  e x p e c t  me t o  be 
d o in g  some v e r y  r o u t i n e  t a s k s ,  t h a t  o u g h t  t o  be done by t h e  a u x i l i a r i e s
Guch a s ?
Such a s  making  b e d s .  I  o f t e n  go on t h a t  ward a t  2 o ' c l o c k  and  none  o f
t h e  b e d s  a r e  made -• um -  and  t h e r e  w i l l  be a r t  o f  2 o r  3 a u x i l a i r e s  
h a n g i n g  a b o u t  d o i n g  n o t h i n g  -  I  t h i n k  t h a t ' s  u n n e c e s s a r y  -
I  t h i n l ; y o u ' v e  p a r t i a l l y  m e n t io n e d  t h i s  -  -answered t h i s ,  n e x t  b i t  -  b u t  
I ' l l  a s k  a g a i n  and s e e  i f  y o u ' v e  g o t  a n y t h i n g  else-  to  a d d . .  i t ' s  a b o u t  
p r o f e s s i o n a l  s k i l l s  -  v/liat do you t h i n k  n u r s e s  a r e p a r t i c u l a r l y  s k i l f u l  
a t  d o i n g  -  y o u ' v e a l r e a . d y  m e n t io n e d  b l o o d p r e s s u r e s , d r u g s  , . .  i f  you 
c o u l d  t h i n k  a b i t •m o r e a b o u t  what  makes n u r s i n g  s k i l f u l  -  '
I  t h i n k  i t ' s  i m p o r t a n t  f o r  the  p a t i e n t  t o  h a v e t i m e  -  t h a t  i s  t h e  t h i n g  
t h a t  we d o n ' t  have  i n  t h i s  d e p a r t m e n t  -  we do n o t  h a v e  enough  t i m e  t o
' ( '
s p en d  w i t h  t h e  p a t i e n t s  -  e i t h e r '  o u t - p a t i e n t s  o r  i n - p a t i e n t s  -  i t ' s  
n o t  s o m e t h i n g  I  h av e a u c h  c o n t r o l  o v e r  -  u n t i l  w e 'v e  g o t  a  g r e a t e r  
s t a f f  i n p u t  -  w h ich  I ’m p u s h i n g  f o r  b u t  t h a t  * s  s o m e t h i n g  I ' m  awar&- o f  -  
t h e y ' r e  one up on u s  a s  t h e y ' r e  on t h e  ward a l l  t h e  t i m e  and  t h e y ' v e  
g o t  t h e  t i m e t o  b u i l d  up a r e l a t i o n s h i p  w i t h  e a c h  p a t i e n t  I ' n  q u i t e  
e n v i o u s  o f  t h a t  a c t u a l l y  b e c a u s e  I  would l i k e  t o  be  i n  a o s i t i o n  to  
do t h a t  and  i t ' s  o n l y  ■.lien t h e  ward i s  q u i e t  t h a t  I  f e e l  I  c an  r e a l l y  
g e t  t o  know t h e  p a t i e n t s  a s  i n d i v i d u a l s  . . .  so  I  f e e l  t h a t ' s s c m e t h i n g  
t h e y  do b e t t e r . . .  a t  t h e  moment t h a n  we c a n .  I  a l s o  m e n t i o n e d  a b o u t  
d i f f e r e n t  e x p e r t i s e  -  d r u g s  and  so  o n .  I#m n o t  q u i t e  s u r e  what  y o u ' r e  
d r i v i n g  a t  -
I t ’ s  n o t  an  e a s y  q u e s t i o n  -  what  i s  i t  a b o u t  n u r s i n g  t h a t  makes i t  
n u r s i n g ?  b h a t  i s  i t  t h a t  t h e  n u r s e s  do t h a t  you  a s  a p h y s i o  c a n ' t  do?y
Tim -  w e l l  I  s u p p o s e  t h e  g e n e r a l  c a r i n g  -  TLC i f  you l i k e  -  un -  ( p a u s e )  
w e l l  t h i n g s  t h a t  a r e  s p e c i f i c a l l y  n u r s i n g  s k i l l s  -■ s o r t i n g  o u t  t h e i r  
p r o b l e m s  -  bov/el  p r o b le m s  - - w h e r e  v/e j u s t  d o n ' t  g e t  i n v o l v e d .  T h e re  
a r e  t h i n g s  l i k e i n c o n t i n e n c e  where a g a i n  i t ' s  a  j o i n t  t h i n g  -  b u t  t h e y  
would do tv / o - h o u r l y  t i o l e t t i r . g  -  and  we w ou ld  be  d o i n g  p e l v i c  f l o o r  
work o r  s o m e t i m e s i x  i n t e r f e r e n t i a l  a s  a  com bined  t h i n g .  T h e re  a r e  
t h i n g s  l i k e  p r e s s u r e  s o r e s  where I  t h i n k  t h e y  h a v e p a r t i c u l a r  e x p e r t i s e  
i n  t h e  d r e s s i n g s  and I ' v e  g o t  t h e  e x p e r t i s e  i n  t h e  e l e c t r i c a l  t r e a t m e n t s  
b u t  t h e r e  a r e  i f  you l i k e  d i v i s i o n s  b e t w e e n  who does  w ha t  -  a l t h o u g h  
some p h y s i o s  w o u l d n ' t  a g r e e  w i t h  t h a t  an d  t h e  would  vrant t o  do t h e  
d r e s s i n g  a s  w e l l  b u t  t h a t ' s  t h e  way we work i n  t h i s y a  r t i c u l n r  u n i t .  
l /Lat  o t h e r  t h i n g s ?  I'm -  d o in g  l i t t l e  t h i n g s  f o r  t h e  p a t i e n t  -  make 
phone c a l l s  f o r  them -  s o r t  o u t  t h e i r  d o m e s t i c  r o b l e m s  -  p a t i e n t s  w o r ry  
a b o u t  h a v i n g  b i l l s  p a i d  and  t h i n g s  l i k e  t h a t  -  i t ' s  t h e  n u r s e  t h a t  t h e y  
p r o b a b l y  t a l k  t o  and she  b r i n g s  i n  a  s o c i a l  w o r k e r  i f  n e c e s s a r y  o r  s o r t s  
i t  o u t  h e r s e l f .  T h in g s  l i k e  know ing  a b o u t  t h e  r e s i d e n t i a l  homes -  t h e
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n u r s e s  have  more i n t i m a t e  k n o w le d g e  o f  w h a t ' s  a v a i l a b l e  and w h a t 1s 
s u i t a b l e  f o r  t h e  p a t i e n t s  t h a n  v/e do -  and  t h a t ' s p a r t l y  b e c a u s e  I 'm  
n o t  a b l e  t o  v i s i t  a s  many o f  t h e  homes a s  I  would  l i k e  -  a g a i n  a l e t  
o f  i t  b o i l s  down to  t i m e .  I  t h i n k  t h e r e  a lw ay g  w i l l  be s p e c i f i c  a r e a s  
w hich  t h e y  c o v e r  t h a t  we d o n ' t  c o v e r . . .  t h a t  I  d o n ' t  t h i n k  we s h o u l d  
c o v e r . .  Urn -  b l o o d  p r e s s u r e s ,  t e m p e r a t u r e s ,  g i v i n g  o u t  d r u g s ,  a l l  t h e  
t r a d i t i o n a l  n u r s i n g  s k i l l s  •
b 'hat  do you t h i n k  p h y s i o s  a r e p a r t i c u l a r l y  good a t  d o i n g  -  w ha t  can  
t h e y  do t h a t  n u r s e  c a n ' t  o r  d o n ' t  do?
I  t h i n k  p a r t i c u l a r l y  w o rk in g  w i t h  s t r o k e  p a t i e n t s  -  I  t h i n k  i f  t h e r e
i s n ' t  good p h y s i o  i n p u t  i n t o  s t r o k e  p a t i e n t s  t h e n  i t ' s  d i s a s t r o u s .
I  t h i n k  a n y t h i n g  t o  do w i t h ' m o b i l i t y  and  a g a i n  i t ' s  a b v i o u s l y  a  m a t t e r
o f  t r a i n i n g  -  you c a n ' t  e x p e c t a  n u r s e  t o  a s s e s s  a  p a t i e n t  f o r  a  w a l k i n g
a i d  a s  a  p h y s i o  would  -  t h e y  h a v e n ' t  g o t  t h e b a s i c  b a c k g r o u n d  k n o w le d g e
ol  c? gi 'nm^rt h e y  v-’o u l d  j u s t  t e n d  to  th ro w  a n y  s i x "  a t  an y b o d y  w h e re a s  we know h b o u t  
w h e t h e r  t h a t  p a r t i c u l a r  Z im m e r ' s  a p p r o p r i a t e ,  wks±k what  h e i g h t  i t  
s h o u l d  be e t c .  e t c .  so  w e 'v e  o b v i o u s l y  g e t  more e x p e r t i s e  a n d t h e  r e s u l t s  
a r e  b e t t e r  t h a n  i f  you j u s t  l e t  t h e  n u r s e s  do what  t h e y  t h i n k .  Um -  
w e 'v e  g e t  e x p e r t i s e  w i t h  t h e  bed  s o r e s  a s s !  s a i d  b u t  I  t h i n k  i t ' s  a 
j o i n t  programme -  I  w o u l d n ' t  be e x p e c t i n g  t h e  n u r s e  t o  be a p p l y i n g  
t h i n g s  l i k e  Kroraayer c r  Tonozone  o r  any  s p e c i a l i s t  t e c h n i q u e s  t h a t  we 
u s e  b e c a u s e  w e 'v e b e e n  t r a i n e d  t o  u s e  t h o s e  t h i n g s  and  I  d o n ' t  h h i n k  
t h e y  do P h y s i c s  i n  t h e i r  t r a i n i n g  -  so t h e y  j u s t  h a v e n ' t  g o t  t h e  
know ledge  and l e g a l l y  t h e y  c a n ' t  do i t  anyway -  b a s i c  t r a i n i n g .
I  t h i n k  -  I  was d i s c u s s i n g  t h i s  w i t h  a f r i e n d  a t  t h e  weekend who i s  
w o rk in g  on a n e u r o  u n i t  a t  t h e  moment -  t h i s  b u s i n e s s  o f  t h e  n u r s e s '  
±H±E±±±xEhHs i n t e l l i g e n c e  -  w h ich  i s  a  v e r y  s t i c k y  a r e a  -  w e 'v e  b o t h  
found  on two e n t i r e l y  d i f f e r e n t  u n i t s  t h a t  v/e r u n  up a g a i n s t  a  s o r t  o f  
s t u m b l i n g  b l o c k ,  p a r t i c u l a r l y  i n  n e u r o l o g y  -  t h a t  you can  o n l y  t e a c h  
them so much a b o u t  t h i n g s  l i k e  p o o i t i o n a i n g  and  t h i n g s  l i k e  t h a t  -  I ' v e
found t h a t  I ’ve had to  keep  th e  neuro t h i n g s  v e r y  b a s i c  -  b e c a u s e  
th ey  s im p ly  do n o t  u n d e r s ta n d  n e u r o lo g y  -  but  I  t h in k  t h a t ’ s  p rob ab ly  
som eth in g  t c  do w i th  t r a i n i n g . . .  or  l a c k  o f  -  th e y  d o n ' t  -  I  t h i n k  on 
a ward where -  on o r t h o p a e d i c  t r a i n e d  n u r s e s  are  e x c e l l e n t  on o r t h o p a e d i c  
m a tte r s  but I d o n ' t  fchink on g e n e r a l  u n i t  l i k e  t h i s  I f i n d t h a t  th e y  
are  w o e f u l l y  i g n o r a n t  about  the  most b a s i c  o r t h o p a e d i c s  -  such as i f  
somebody's  had a h ip  r e p la c e m e n t  p  p o s i t i o n a i n g  their, c o r r e c t l y  s o  th e y  
d o n ' t  d i s l o c a t e  -  t h i n g s  l i k e  t h a t  -  but a g a in  t h o s e  a r e  a r e a s  where  
v/e need to  g e t  t o g e t h e r  on and I  f e e l  I  have a t e a c i n g  r o l e  to  p l a y .
But even  when you  do t e a c h  them -  j u s t  t h i s  m o rn in g  -  y e t  a g a i n  a s t r o k e  
p a t i e n t  who h a s  a  s u b - c u f f  on -  w i t h  a  s u b - l u x i n g  s h o u l d e r  w h ich  i s  
r e a l l y  p a i n f u l  was h a u l e d  up t h e  bed  by h i s  s h o u l - ' - e r .  how t h a t ' s  -  I ' v e  
t o l d  t h e  n u r s e s  a b o u t  t h a t  num erous  t i m e s  and I  t h i n k  t h e y  j u s t  f o r g e t  
t h e y  f o r g e t  h o w i n p o r t a n t  i t  i s  -  I  t h i n k  t h a t ' s  p r o b a b l y  b e c a u s e  t h e y  
d o n ' t  have  t h e  backgroundknow le  dge t o  go w i t h  i t  -  i t ' s  j u s t  s o m e t h i n g  
v /e 'v e t  o l d  them t h a t ' s  a  b i t  m e a n i n g l e s s  t o  them b e c a u s e  t h e y  d o n ' t
b'A";u n d e r s t a n d  why i t ' s  imp£<tftant -  p e r h a p s  t h a t ' s  o u r  f a u l t  v/e k e e p
e x p l a i n i n g  and  e x p l a i n i n g  and t h e s e  t h i n g s  s t i l l  h a p p e n .  Bven -  I. 
mean w e 'v e  had  p ro b le m s  w i t h  s u c h  b a s i c  t h i n g s  l i k e  t u b i - g r i p  w h ich  we 
have  g r a d u a t e d  t u b i - g r i p  w h ich  i s  n a r r o w e r  a t  one end t h a n  t h e  o t h e r  
now i f  w e 'v e  g o t  somebody w i t h  l o w e r  l im b  oedema -  I  a l w a y s  t e l l  them 
to  p u t  a  g r a d u a t e d  t u b i - g r i p  on b e c a u s e  o b v i o u s l y  i t ' s  going '  t o  be more 
e f f e c t i v e  t h a n  a one t h i c k n e s s  one on t h a t  w i l l  d r i v e  a l l  t h e  f l u i d  
down i n t o  t h e  f o o t  -  an  o b v i o u s  t h i n g  t h a t  I  would  h a v e  t h o u g h t  an y  
i n t e l l i g e n t  n u r s e  c o u l d u n d e r s t a n d  -  and  a g a i n  an d  a g a i n  t h e y  make t h e  
same m i s t a k e s  -  which c an  be v e r y  f r u s t r a t i n g  -  t h e  i n f o r m a t i o n  d o e s n ’ t  
seem t o  g e t  p a s s e d  on f rom n u r s e  t o  n u r s e .  T h e y ' l l -  p u t  on one t h a t ' s  
t h e  same s i z e  a l l  t h e y  way up when v/e' ve made s u r e  t h e y ' v e  g o t  s u p p l i e s  
o f  g r a d u a t e d  t u b i - g r i p  -  and  to  crown i t  a l l  I  had  a  3 e t o n  rer> i n  t h e  
o t h e r  day  who s a i d  -  a b o u t  d ^ i n g  d r e s s i n g s  on g r a v i t a t i o n a l  u l c e r s  i n  
t h e  community -  oh v/e n e v e r  u s e  t h o s e  s h e  s a i d  -  t h e  community  s t a f f  
c a n ' t  g e t  t h o s c b e c a u s e  t h e y ' r e  t o o  e x p e n s i v e  -  we u s e  t h e  o t h e r  k i n d  -  
and I  w a lked  o u t  i n  d i s g u s t  -  I  t h o u g h t  t h e r e ' s  no r e a s o n  a t  111  why
th e ~  c a n ' t  u s e  them - a m  w e l l  a p p l i e d  c r e p e  b a n d a g e  would  be more 
e f f e c t i v e  -  t h a n  d o i n g  s o m e t h i n g  w hich  you know i s  w rong .  Go o b v i o u s l y  
we h a v e  t h e s e  s o r t  o f  p r o b l e m s  b u t  v/e j u s t  h a v e  t o  work t h r o u g h  them -  
j u s t  h a v e  t o  k e e p  t r y i n g  and  t r y i n g  and  t r y i n g .
."Right -  now t h e  l a s t  l i t t l e  b i t  -  I ’ ve g o t h  t h r e e  c o n d i t i o n s w r i t t e n  
down h e r e  -  you have  m e n t io n e d  a l l  t h r e e  o f  them a l r e a d y  so t h e r e ' s  
n o t h i n g  h o r r e n d o u s  a b o u t  t h i s  -  I  j u s t  want  t o  -  and  t '  i s  i s n ’ t  t h i s  i s  
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I t ’ s  f e l t  a b i t  l i k e  i t  t h i s  a f t e r n n c n i
T h a t ' s  b e c a u s e  I  d i d n ' t  do t h e  i n t r o d u c t o r y  b i t  t o  r e a s s u r e  you -  I  
s h a l l  h a v e t o  remember  t h a t  i f  I  do a  s p l i t  i n t e r v i e w  a g a i n  -  t o  do my 
i n t r o d u c t i o n  a g a i n  -  i t ' s  what  JCU t ^ i n k  a b o u t  t h i s  t h a t  ±x± i s  i m p o r t a n t  
n o t  v /h e th e r  y s n  i t  i s  r i g h t  o r  wrong*. I t ' s  you* f e e l i n g s  o r  y o u r  
t h o u g h t s  a b o u t  i t  t h a t  i s i m p c r t a n t .  ' ./hat do y e u  t h i n k  p h y s i o t h e r a p y  
can  o f f e r  t h a t  n u r s i n g  can  n o t  i n  t h e  f o l l o w i n g  c o n d i t i o n s  -  i n c o n t i n e n c e  
■.’h a t ' s  p h y s i o t h e r a p y  g o t  t o  o f f e r  im t h e  managenieISax o f  i n c o n t i n e n c e ?
Ckay -  so g r a n t e d  w e ' r e  w o rk in g  t o g e t h e r  on t h e  team -  b u t  I  t h i n k  
s p e c i f i c a l l y  we. a r e  t h e  o n es  t h a t u n d e r s t a n d  how t h e p e i v i c  f l o o r  works  
and  how t o  s t r e n g t h e n  i t  and  I  t ' i n k  t h a t ' s  o u r  m a jo r  i n p u t  -  t h e  p e l v i c  
f l o o r  e x e rc i s e s  and  making: t h e  p a t i e n t  a w a re  o f  wha t  t h e i r p e l v i c s  f l o o r  
i s  and  i f  n e c e s s a r y  u s i n g  i n t e r f e r e n t i a l  o r  any  o t h e r  a i e n a s to  s t i m u l a t e  
i t .  Urn -  I  t h i n '  t h e  r e g u l a r  t o i l e t t i n r  i s  s o m e t h i n g  t h a t  t h e  n u r s e s  
a r e  i n  a  b e t t e r  p o s i t i o n  t o  do b e c a u s e  t h e y ’ re- w i t h  t h e p a t i e n t  a l l  t h e  
t i m e  so a g a i n  i t  s  a  combinedprogramme -  I  t h i n k  we do t h e p e l v i c e  
f l o o r  s i d e  s p e c i f i c a l l y . . .  ( P a u s e ) T h a t ' s  i t  r e a l l y .
P r e s s u r e  s o r e s  -  w ha t  do you thin ' ,  p h y s i o t h e r a p y  h a s  t o  o f f e r  t h a t  
n u r s i n g  c a n n o t ?
A g a in  I  t h i n k  i t ’ s  n o t  a  t h i n g  one p r o f e s s i o n  d o e s  on i t ' s  own -  
I  f e e l  v e r y  s t r o n g l y  i t  i s  a  tear.; a p p r o a c h  and  I  t h i n k  t h a t  p h y s i o  
o f f e r s  -  um -  w e l l  t h i s  i s  a  p e r s o n a l  v iew  -  I  d o n ' t  t h i n k  I'r:: t h e  
e x p e r t  a t  c l e a n i n g  up t h e  XHKiibixx wound -  T t h i n k  t h e y ' r e  b e t t e r  a t  
t h a t  -  I  t h i n k  t h e y ’r e  b e t t e r  a t  f i n d i n g  d r e s s i n g s  -  I  t h i n  .where I  
come i n  i s  t o  s t i m u l a t e  g r a n u l a t i o n  e i t h e r  by u s i n g  t h e  K r o n a y e r ,
Tonozone ,  o r  w h a t e v e r  e l e c t r i c a l  t e c h n i q u e  -  I  t h i n k  when t h e  n u r s e s  
have  g o t  a  n i c e  c l e a n  u l c e r  and  t h e  t h i n g  i s  i n d o l e n t ,  T h a v e  a r o l e  
t o  p l a y  i n d o i n g  u l t r a s o u n d  t o  t r y  and s p e e d  t h i n g s  a l o n g  -  and  any  
o f  t h e s e  e l e c t r i c a [  t e c h n i q u e s  o b v i o u s l y  i t  i s  a p p r o p r i a t e  f o r  
p h y s i o s t o  do b e c a u s e  w e ' r e  t r a i n e d  to  do them -  a l s o  I  t h i n k  t h e  
e x e r c i s e  i s  n o t  n e c e s s a r i l y  p h y s i o  -  I  t h i n k  once  v/e' ve d i s c u e s e d i t  
t h e  n u r s e s  a r e  q u i t e  c a p a b l e  o f  making  s u r e  t h e p a t i e n t s  do t h e n  
r e g u l a r l y  -  t h e  n c t u i l  d r e s s i n g s  I  d o n ' t  t h i n k  a r c  a  p a r t i c u l a r
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p h y s i o  t i l i n g  -  o c c a s i o n a l l y  I  recommend u s i n g  a D i s g a a r d  b a n d a g e  -  t h e y ' r e  
g o i n g  o u t  o f  f n s h io jv  t h e s e  d ay s  b u t  I  t h i n k  t h a t  c an  be  s o m e t h i n g  
t h a t  i s  b e t t e r  i f  we a p p l y  t h a t  -  t o  g e t  t h e  t e n s i o n  r i g h t .  Um -  t h a t ' s  
a b o u t  i t .
The t h i r d  t h i n g  was l e g  u l c e r s  -  b u t  mos t  p e o p l e  h av e  -  a l t h o u g h  I  h a v e  
sjjh s e p a r a t e d  t h e n  o u t  b u t  mos t  p e o p l e  h a v e  done  what  you d i d  and  
d i s c u s s e d  p r e s s u r e  s o r e s  and l e g  u l c e r s  t o g e t h e r  -  i s  t h e r e  a n y t h i n g  
more you wanted,  t o  add  a b o u t  u l c e r s ?
Um -  no -  I  h a v e t o  c o n f e s s  i t ' s  n o t  an  a r e a  I  f e e l  p e r s o n a l l y  I  have  a  
l o t  o f  e x p e r t i s e  i n  -  so I d o n ' t  h a v e p a r t i c u l a  r  s t r o n g  v ie w s  on i t .
You m e n t io n e d  e x e r c i s e s  -  can you j u s t  t a l k  a  b i t  a b o u t  t h a t ?
I n  r e l a t i o n  t o  p r e s s u r e  s o r e s  o r  ?
\And l e g  u l c e r s .
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■./ell s i t h  t h e p r e s s u r e  s o r e s  I  t h i n k  i t ’ s  r e a l l y  n o t  so  much 
e x e r c i s e s  a s  su ch  f o r  a  s a c r a l  s o r e  -  I  mean o b v i o u s l y  e n c o u r a g i n g  
he  p a t i e n t  t o  be a m b u l a n t  b a s i c a l l y  a n d x s r  t h e r e  a g a i n  I  r e l y  on 
t h e  n u r s e s  t o  c a r r y  t h a t  t h r o u g h  -  b u t  w i t h  a l e g  u l c e r  t h e n  y e s  -  
d o r s i - f l e x i o n , p l a n t a r - f l e x i o n , g e n e r a l  l e y  e x e r c i s e s  a s  w e l l  a s  
t h e  w a l k i n g .  But I  s e e  t h e s e  a s  f a i r l y  b a s i c *  t y p e s  t h i n g s  w h ich  we
i n i t i a t e  and  t h e y  c o n t i n u e .
What do you t h i n k  t h e  n u r s e  have  g o t  t o  o f f e r  i n  t h e s e  c o n d i t i o n s  
w hich  you h a v e n ’ t?
I  t h i n k  t h e y  have  a l o t  more e x p e r t i s e  a b o u t  c l e a n i n g  t h e s e  t h i h g s  
b e c a u s e  I  d o n ’ t  t h i n k  i t ’ s  s o m e t h i n g  I  hav e  g o t  e x p e r t i s e  i n  -  mos t  
n u r s e s  have  b u t  I  h a v e n ' t  -  so I ' m  o n l y  t o o  happy  f o r  them t o  u s e  
s e a - w e e d  d r e s s i n g s  and  a n y t h i n g  t h e  l i k e  b e c a u s e  I  t h i n k  t h e y  know 
more a b o u t  i t  t h a n  I  do -  I ' m  i n t e r e s t e d  i n  w hat  t h e y ' r e  d o i n g  -  i t ' s  
n o t  t h a t  I  j u s t  wash my h an d s  o f  i t  -  and  I  g e t  them t o  d i s c u s s  i t  
w i t h  me b e c a u s e  I ' m  e a g e r  t o  l e a r n  b u t  I  f e l l  i t ' s  t h e i r  r o l e  t o  do 
t h a t  st»de o f  i t  - t h e  d r e s s i n g ,  t h e  c l e a n i n g ,  p r e p a r i n g  t h e  p a t i e n t  
r e a d y  f o r  p*hysio t r e a t m e n t  t h a t  m i g h t  be n e c e s s a r y  -  um -  and  g e n e r a l l y
m o n i t o r i n g  -• I ' m  q u i t e  h.app\r f o r  t h e n  t o  m e a s u re  t h e  s i z e  o f  t h e  s o r e
b u t  I  can t h e n  lo o k  i n  t h e i r  n o t e s  a n d s e e  how t h i n g s  a r e  p r o g r e s s i n g .
And v a r y  my t r e a t m e n t  a c c o r d i n g  t o  t h e i r  f i n d i n g s .
F i g h t  -  i s t h e r e  a n y t h i n g  you want t o  add  t o  what  w e 'v e  s a i d .  A n y t h i n g  
e l s e  y o u ' v e t h o u g h t  a b o u t  ?
( P a u s e )  Well  I ' m  p r e t t y  aw are  o f  some o f  my own f a u l t s  -  I  h a v e  b e e n
t o l d  I  have  a s h o r t  f u s e  -  b u t  h a v i n g  s a i d  t h a t  some o f  t h e  n u r s i n g
s t a f f  i n  t h i s  h o s p i t a l  I  would c o n s i d e r  c l o s e  f r i e n d s  -  I  t h i n k
g e n e r a l l y  s p e a k i n g  when I 'm  n o t  u n d e r  s e v e r e  p r e s s u r e  a l o t  o f  t h e  t ime  
which  h a p p e n s  t o  us  a l l  -  I 'm  p r e t t y  e a s y  t o  g e t  on w i t h .  I  d o n ' t  s u f f e r
-y /. *t
f o o l s  g l a d l y  -  b u t  a s  I  s a y  I  h a v e  d e v e l o p e d  what  I  t h i n k  a r e  good 
r e l a t i o n s h i p s  w i t h  some o f  t h e  n u r s i n g  s t a f f  and  I  f e e l  t h a t ’ s 
s o m e t h i n g  p o s i t i v e  t h a t  comes o u t  o f  t h i s  s y s t e m  -  t h a t  I  t h i n k  
p e r h a p s  i t  h a s  e n c o u r a g e d  us  t o  work more c l o s e l y  t o g e t h e r  -  an d  a l s o  
have  a g r e a t e r  r e s p e c t  f o r  e a c h  o t h e r ’ s s k i l l s . . .  which  I  t h i n k  i s  
s o m e t h i n g  t h a t  i n  t h e  p a s t  h a s n ’ t  a l w a y s  b e e n  t h e  c a s e  b e c a u s e  I  d o n ’ t  
t h i n k  i n  o t h e r  ward  s e t t i n g s  you i n t i r a a t e l y  u n d e r s t a n d  w ha t  e a c h  
o t h e r  h a s  g o t  t o  o £ f e r  -  b e c a u s e  y o u ' r e  f o r c e  t o  work so  c l o s e l y  
t o g e t h e r  and  y o u ’ r e  c o n t i n u a l l y  -  w i th  t h e  c a s e  c o n f e r e n c e s  e v e r y  week 
y o u ’ r e  c o n t i n u o u s l y  m o n i t o r i n g  w h a t ' s h a r p e n i n g  -  you f i n d  o u t  v e r y  
q u i c k l y  what  d o es  and  d o e s n ’ t  work -  and  you hav e  t o  be v e r y  h o n e s t  
i n  y o u r  r e l a t i o n s h i p  w i t h  n u r s i n g  s t a f f  a n d n o t  make o u t  t h a  ip l iy s io  
i s  some m a g i c a l  c u r e  f o r  e v e r y t h i n g  -  t h e y  soon  f i n d  o u t  w ha t  w orks  
and what- d o e s n ' t  work and I  t h i n  k i t  e n c o u r a g e s  a v e r y  c l o s e  w o r k i n g  
r e l a t i o n s h i p .
Thank you v e r y  much.
Y o u ' r e  v e r y  welcome I I t ’ s a - l o a d  o f  b u l l s h i t !
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Appendix G
Definitions of Physiotherapy 1974 - 1996
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THE CURRICULUM OF 
THE CHARTERED SOCIETY OF 
PHYSIOTHERAPY
THE ROLE OF THE CHARTERED SOCIETY OF PHYSIOTHERAPY
In 1920 under Royal Charter The Chartered Society of Physiotherapy (CSP) w as established as the sole 
recognised examining and professional body for physiotherapists in the UK enabling it to:
'Promote a curriculum and standard of qualification for persons engaged in the practice of massage,
medical gymnastics, electro-therapeutics and kindred methods of treatm ents'
and'Make and maintain lists of persons considered to be qualified to practise in such m ethods of treatm ent.' 
The 1960 Professions Supplementary to Medicine Act established a statutory state registration Council 
(CPSM) which recognised qualification for membership of the CSP as a condition for entry to  the state 
register.
The advent of degree courses in physiotherapy has also led to a tripartite system of course approval between 
CSP, CPSM and CNAA with the CSP's 'Guidelines for Approval of Courses' being used as the standard by 
which professional content and m ethods of assessm ent can be ascertained.
The year 1984 has seen the publication of draft EEC directives on Pre-Registration Physiotherapy education. 
The CSP has played a full role in the discussions which are part of the Society's wider international 
educational activities.
The CSP considers that the practice of physiotherapy is dynamic and evolving and that any definitive 
statem ent would be restrictive. While the following definition is useful in the current state of development it is 
not intended to be all inclusive:
'A systematic method of assessing musculo-skeletal, cardio-vascular, respiratory and neurological
disorders of function including pain and those of psychosomatic origin and of dealing with or preventing
I those problems by natural m ethods based essentially on movement, manual therapy and physical 
I agencies.'
Aim s and O bjectives of Pre-Registration Education
The aim of Physiotherapy pre-registration education is to produce safe, effective therapists who have
knowledge and skills for the benefit of their patients. Once qualified the therapists will maintain their 
education and develop their skills further.
The objectives of pre-registration education are to produce a physiotherapist able to:
DEMONSTRATE a knowledge of, and an ability to apply an investigative approach to, academ ic and clinical 
subjects;
ANALYSE and ASSESS the physical, psycho-social and environmental state of the patient from a 
physiotherapeutic point of view;
SYNTHESISE knowledge and assessm ent of the patient to identifyireatm ent objectives;
PLAN a therapeutic programme for each patient to achieve treatm ent objectives while recognising the in­
volvement and priorities of other members of the health care team;
IMPLEMENT that programme with the maximum degree of safety, effectiveness and efficiency;
EVALUATE the effectiveness of both assessm ent and therapeutic programme; and vary the programme as 
necessary to meet revised objectives according to the patient's progress and potential for recovery;
PROMOTE positive good health and prevent disease and disability through education program mes directed 
at the general public, specific target groups, patients and families;
TEACH and ADVISE patients, relatives, medical practitioners and other members of the health care team  on 
the physiotherapeutic management.
A newly qualified physiotherapist will normally spend at least two years in a hospital-based rotational post, 
working under the supervision of senior physiotherapists, before undertaking independent clinical practice 
and moving into a specialist field.
What is Physiotherapy?
adopted a rigorous academic, scientific and ethical approach to the acquisition and application of their
SECTION 2
DEFINITION OF PHYSIOTHERAPY
Physiotherapy is a health care profession which emphasises the use of physical approaches 
in the promotion, maintenance and restoration of an individual's physical, psychological 
and social well-being, encompassing variations in health status.
• The core skills used by chartered physiotherapists include manual therapy, therapeutic 
exercise and the application of electrophysical modalities. Through problem-solving and 
clinical reasoning approaches, the physiotherapist is able to apply these skills appropriately 
in response to the varied needs of individuals.
• Chartered physiotherapists work with individuals and are involved in the management of 
a broad range of physical problems, in particular those associated with the neuromuscular, 
musculoskeletal, cardiovascular and respiratory systems.
• The assessment and evaluation by chartered physiotherapists of an individual's needs, or 
potential needs, take account of the current psychological, cultural and social factors and 
their influence on the individuals’ functional ability. This encompasses the needs of 
associated carers.
• Through negotiation and partnership, chartered physiotherapists work with individuals 
with specific needs in order to optimise their functional ability and potential.
• In addition to a general role in promoting health and the prevention of problems, 
physiotherapists have an educational role in promoting self-care. This can also extend to 
advising and teaching associated carers and other health care professionals in order to 
provide a coherent approach which maximises independence.
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SCHOLARLY PAPER
Theoretical Models of Physiotherapy
Pennie Roberts
Key Words
Physiotherapy, theoretical models, medical, social model, holism. 
Summary
The origins of the physiotherapy profession, in particular its 
relationship to nursing, are examined. The rise of medical 
dominance in society is related to the medical dominance of 
physiotherapy and the implications of this on the development 
of physiotherapy theory. Three theoretical models cited in the 
literature are examined in detail — the medical model, the social 
model, and holism — and the implications of their adoption as 
a basis for physiotherapy practice is discussed. The close 
relationship between the medical model and physiotherapy is 
examined and an argument made that before the profession 
decides to abandon it as a  basis for practice the implications of 
that are understood and debated. The danger inherent in adopting 
any existing model as an alternative is addressed, and the 
third option of developing a  physiotherapeutic model, unique 
to the profession, advocated.
This paper has been developed from a shorter paper presented 
at the international conference ‘The Science and Art of Physio­
therapy’ in Hong Kong in July 1993.
Introduction
Recent literature related to health and health care, 
including physiotherapy, makes frequent mention of the 
medical model, the social model and holism. The medical 
model has been discussed in terms of its appropriateness 
to physiotherapy by Mason (1985), Williams (1986), Pratt 
(1989), Sim (1990), Condie (1991) and Parry (1991). 
Suggestions have been made by these authors that the 
medical model may not be the most relevant conceptual 
framework for physiotherapy practice. In an attempt to 
offer alternatives which may be more relevant French 
(1992) and Johnson (1993) have begun to explore the 
relationship between the social model and physio­
therapy. However, little has been written exploring 
the concepts and beliefs underpinning holism and their 
relevance to physiotherapy practice. What is clear in 
these writings is that the search is on for a theoretical 
model other than medicine upon which to base 
physiotherapy.
This paper discusses the relationship between the 
medical model and the historical development of 
organised physiotherapy since 1894, and questions 
whether the medical model as a basis for their practice 
can be cast aside easily by physiotherapists. It explores 
the beliefs underlying these three most often quoted 
models — the medical, the social and the holistic — and 
examines why adopting the latter two as alternative 
frameworks within which to practise will require a 
radical rethink of the practice of physiotherapy.
The importance to the profession of developing an 
understanding of the theoretical concepts of different 
models is that accepting or denying a relationship 
between practice and a particular model involves 
accepting or denying the beliefs that make up that 
model. Without an understanding of the beliefs or 
concepts that underpin available models an informed
choice cannot be made, either by the individual 
practitioner or by the profession collectively, as to which 
is appropriate for practice. A gap in physiotherapists’ 
understanding of theoretical models is matched by a gap 
in the profession’s understanding of its own theoretical 
knowledge base.
Origins of Physiotherapy and the Nursing Connection
A review of the literature shows that little has been 
documented about the development of physiotherapy, or 
physical therapy, before the last century. However, the 
practice of something which we would all recognise as 
physiotherapy is mentioned in ancient texts. Massage, 
manipulation and exercise therapy all appear to have 
been valued as healing arts (Pratt and Mason, 1981) 
practised by women in the communities in which they 
lived (Ehrenreich and English, 1974; Versluyen, 1980; 
Sjoo and Mor, 1991). The rise of organised medicine 
as a male dominated, centralised hegemony during the 
19th century (Abel-Smith, 1964; Friedson, 1970 a, b) 
meant other health care professions had to react to the 
pressures created by this powerful group and either 
submit to the dominance of medicine or face exclusion 
from mainstream practice with subsequent loss of 
respectability and earning power.
The emergence of a professional body in the United 
Kingdom, the Society of Trained Masseuses — later to 
become the Chartered Society of Physiotherapy — has 
led some to claim that physiotherapy emerged from 
nursing. However, the women who founded the 
Society of Trained Masseuses, while having nursing 
backgrounds, were interested in developing and 
regulating not nursing but physiotherapy. They formed 
a professional association dedicated to the promotion of 
good practice in a profession which was something other 
than nursing. The problem with tracing the'origins of 
physiotherapy back to 1894 and no earlier and therefore 
to its nursing links is that this legitimises nurses’ claims 
that they as a profession should reclaim those skills 
which they allowed to be taken away from them by this 
new profession of physiotherapy. Physiotherapy was not 
in 1894 a new profession. The professional organisation 
was founded in 1894 but not the profession itself. 
Physiotherapy has many roots, some contemporary, some 
going back into ancient history. Mason, in his series of 
articles recording a number of historical elements of 
practice, is reporting on the origins of a profession 
that has eclectic roots, many of which are certainly not 
common to nursing (Mason, 1992/4).
One result of the emergence of the newly organised 
professional organisation of physiotherapy from the 
practice of women who were also involved in nursing and 
associated disciplines was the availability and proximity 
of prominent medical men to whom to turn for advice 
and support. The relationship between the dominant 
health care model — the medical model — and physio­
therapy can thus be traced back to the formation of the 
Society of Trained Masseuses.
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The Rise of Medical Dominance
The history of physiotherapy in the United Kingdom 
within the regulatory framework initiated by the 
founders of the Society of Trained Masseuses is a history 
of medical patronage and dominance (Wicksteed, 1948). 
The founders of what was to become the Chartered 
Society of Physiotherapy traded professional autonomy 
for the respectability offered by doctors.
This control was less evident in the early days of the 
Society of Trained Masseuses but grew as the profession 
of physiotherapy became more organised, more 
influential and more successful. By 1920 the professional 
organisation had developed to such an extent that a 
Royal Charter was granted and for the first time a non­
physiotherapist — a doctor — was elected chairman. It 
was to be 52 years before the chairmanship was resumed 
by a physiotherapist. The dominance of the professional 
organisation was not just through the figurehead of the 
chair of the elected body; it is noted by Wicksteed that:
‘At important meetings and on deputations to public bodies, 
such as the War Office, National Insurance authorities, 
etc, the Society was always represented by one and 
sometimes two medical men who were even, on occasion, 
unaccompanied by any elected member of Council.’
Wicksteed explains and justifies the policy of accepting 
medical patronage to advance the profession because of 
two factors, one being the struggle for recognition as a 
professional body working in close co-operation with the 
medical profession and therefore reliant on its goodwill, 
the other being the lack of interest in the organisation 
shown by the majority of members.
The pay-off for the doctors was of course the 
subordination of an emerging profession which could 
otherwise have posed a threat to their own dominance 
of health care (Friedson, 1970a; Larkin, 1983). The pay-
‘The Doctor of Physick’ from an early manuscript of Chaucer’s 
Canterbury Tales. Scientific medicine continued to be m ale-dom inated
off for physiotherapists was the patronage of one of the 
most powerful groups in society. While the hegemony 
of orthodox medicine was at its most powerful, 
physiotherapy gained from an alliance with doctors, 
albeit in a subordinate role. However, doctors also 
dominated the practice, the management and perhaps, 
most significantly, the theory of physiotherapy (Miles- 
Tapping, 1985; Sim, 1990).
The result has been the development of physiotherapy 
theory which seeks to explain physiotherapy practice in 
terms of the medical model. This was the bargain struck 
in 1894 — we, the doctors, will allow and even encourage 
you, the physiotherapists, to practise — so long as you 
justify what you do in our (medical) terms. It has denied 
physiotherapy the chance to define its own knowledge 
base and has led to the moulding of physiotherapy 
practice to meet the needs of the medical profession. An 
examination of the medical model will demonstrate 
how close the links are between its underlying beliefs 
and physiotherapy. The claims that physiotherapists 
are working not to this model but to either the social 
model or to a holistic model need to be validated in 
terms of their acceptance of the beliefs that underpin 
these alternative models.
Theoretical Models
The medical model has been extremely successful — so 
successful in fact that it is often seen not as a model 
but as how things actually are.
T h e  dominance of the medical model has led society to 
believe it is the representation of reality not just one 
representation’ (Mishler et al, 1981).
There are of course alternative ways of looking at the 
world and at aspects of health and illness. Some of the 
key models are shown in table 1. In physiotherapy, and 
health care literature generally, the same three medical, 
social and holistic models are most often quoted. They 
are examined in some depth in this paper to demonstrate 
possible alternative ways of explaining physiotherapy 
practice.
Table 1: Theoretical m odels
Biomedical Economic
Social Behavioural
Holistic Materialistic
Geographical
Biopsychosocial
The (Bio)medical Model
The medical or biomedical model — the names appear 
to be used synonymously in the literature — is made up 
of a set of key assumptions about issues relating to the 
working of the human body and the disease process 
(Mishler et al, 1981; Eyles and Woods, 1983; Pratt, 1989). 
These key assumptions are shown in table 2.
Table 2: The (bio)medical m odel
Normal/abnormal Sequential progress 
Specific aetiology Reductionism
Generic diseases Dualism
Scientific neutrality
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Normal/abnormal
Fundamental to the medical model is the concept of 
normality, deviations from which are abnormal. This, 
like the other assumptions of this model, also underpins 
much of the explanation given by physiotherapists of 
their practice and shows how closely it is linked with 
this model. ‘Normal’ and ‘abnormal’ are words physio­
therapists use constantly to describe gait, patterns of 
movement, range of movement, and functional ability. 
A fundamental concept in physiotherapy practice is the 
returning of a pattern of movement from the abnormal 
range to the normal. Much of physiotherapy is based on 
the belief that there are normal ranges of functional 
ability, normal ways of performing activities, normal 
patterns of movement and activity. Physiotherapy to a 
large extent deals with deviations from these normal 
limits and attempts to return the instigator of abnormal 
movements to within the framework of normal.
However, the validity of normal and abnormal as 
objective measures has been widely challenged by many 
writers. The key objection is that what is normal within 
one culture and at one time in history may not be normal 
within another framework (Ryle, 1961; Ulich et al, 1977). 
Similarly, the literature on the emergence of the 
disability movement (Finkelstein, 1981; Davis, 1990) 
challenges the equating of normal with usual or average, 
and of abnormal with unusual or different. To define as 
abnormal puts what may be personally acceptable 
behaviour or functional patterns within the sphere of the 
medical model and physiotherapy picks it up within that 
framework — this is different, therefore it is abnormal, 
therefore it must be changed to normal, or as near to 
normal as possible.
To accept that normal and abnormal are culturally 
determined and are not objective measures means that 
the framework within which much of physiotherapy is 
practised falls away. If normal cannot be used as an 
external, objective standard against which to measure 
the effectiveness of physiotherapy intervention, the 
nature of which will be determined by a desire to attain 
that standard, then alternative paradigms have to be 
found which will both determine the nature and measure 
the effectiveness of what physiotherapists do.
Specific Aetiology
Specific aetiology is the belief that illnesses and diseases 
have specific causal agents. Its origins are in the 
isolation of micro-organisms which appeared to be the 
specific cause of particular groups of symptoms. The 
work done by Pasteur, Koch and others in the 19th 
century led to the development of the germ theory which 
has become integral to our understanding of infectious 
disease. So powerful and influential is the germ theory 
that the concept of a specific identifiable external agent 
as the cause of disease has spread from infectious disease 
to all aspects of ill health.
The search for the causal agent of each episode of ill 
health or cluster of symptoms has had an immense 
influence on our understanding of health and illness. 
There are alternative ways of looking at the causes of 
ill health, and economic, social, and geographical models 
have been developed to explore these (Eyles and Wood, 
1983). However, the belief that the way forward in
Fungus, bacteria, virus — the germ theory reinforced the concept of illness caused by external agents
terms of medical knowledge and healing people is to 
identify a tangible organism — a germ, virus, gene, 
or chromosome — to match each known disease, has 
hardly been challenged.
Generic Disease
Generic disease encompasses the idea that diseases are 
specific entities that exist outside cultural and historical 
limits (Parry, 1993) rather than being useful man-made 
labels to hang on groups of symptoms. Differences in 
disease descriptions or terminology between different 
cultures and periods of history are explained, by 
those who adhere to this theory, as differences in 
knowledge and understanding, rather than equally 
valid explanations of phenomena. The emergence of 
‘new’ diseases is linked to new causal agents such as 
mutant viruses rather than being new explanations 
of symptoms which have always been present in the 
world population (Engel, 1977).
Adherence to this concept has been the main factor in 
influencing the development of medicine that treats the 
disease rather than the person. The belief in the 
existence of diseases as specific entities identifiable 
without the individual host or sufferer has led naturally 
to the existence of groups or professions which exist to 
fight or eliminate these entities. What is commonly 
called orthodox medicine differs from homoeopathy, for 
example, in just this respect. Homoeopathy is directed 
towards enabling individuals to heal themselves and the 
treatment provided will take account both of the patterns 
of symptoms present and of the individuals displaying 
those symptoms. The treatment of a particular set of 
symptoms will differ from person to person as the 
individual is being treated. Medicine on the other hand 
is directed towards eliminating diseases and treatment 
will be determined by the disease rather than by the 
nature of the individual hosting it. Homoeopathy in 
other words treats the individual, medicine treats the 
disease.
Scientific Neutrality
This concept is crucial to the hegemony of medicine. The 
claim is that medicine is based on science, which is 
politically, culturally and historically neutral. Scientific 
objectivity or neutrality is held to be paramount and is 
the justification for the domination of health practice, 
education, and research by medicine. It has been 
challenged by many writers and is beginning to lose the 
central position it once held in the advancement of 
knowledge about health and health care. It is used to 
justify the randomised controlled clinical trial as the
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method of choice for research in health, and as such is 
being challenged by those professions outside medicine, 
including physiotherapy, that are developing alternative 
methodologies (Roberts, 1992). However, many of these 
alternative methodologies are still based on the idea that 
objectivity is at best achievable, and at least desirable. 
Some methodologies are being developed which accept 
bias and subjectivity as part of the research process, 
but these are in their infancy in health care research 
(Parry, 1991).
Sequential Progress
Sequential progress explains the acquisition of a body 
of knowledge in terms of a sequence of steps. Knowledge 
is acquired, a problem solved, and that knowledge is then 
in place as a foundation for the next piece of knowledge. 
Progress is seen as logically and objectively determined 
by the uncovering of pieces of knowledge which when 
placed together will lead to some ultimate truth. This 
does not explain the different levels of knowledge and 
understanding of different cultures, or the loss of 
knowledge by civilisations which were less advanced 
than their successors.
Dualism
The 17th-century philosopher Descartes was responsible 
for expounding the concept of the mind-body split (Ryle, 
1949). The dominance of this idea in modern society and 
subsequently modern medicine is evident in the 
development of separate professions dealing with mind 
and body. Physiotherapy primarily deals with disorders 
or diseases of the body, using physical means. The 
profession’s awareness that this is not the whole picture 
and that mind and body are inseparable is evident both 
in the claim to be able to affect the mind through the 
use of physical therapies (Ramage-Mourier, 1993), and 
in the interest in psychology as a discipline which 
influences physiotherapy practice (CSP, 1991). However,
Rene D escartes (1596-1650): ‘Cogito ergo su m ’
the profession has not challenged the essential 
separateness of body and mind, and works essentially 
within a framework which accepts this split as real 
rather than as a philosophical model.
Reductionism
Having separated mind and body, by defining them as 
entities which occupy different spheres of existence, 
Descartes then developed reductionism as the method 
of choice for the advancement of knowledge. Cartesian 
philosophy views the physical body as a machine, subject 
to mechanical laws. An examination of the individual 
parts of this machine will lead, according to this theory, 
to greater knowledge of the workings of this machine, 
and therefore to a greater understanding of how human 
beings function as a whole.
That this is a fundamental part of physiotherapy is self- 
evident. Much physiotherapy education is based on 
learning about the workings of the human body in terms 
of its constituent physical parts which are held to behave 
according to mechanical and physical laws. Much 
physiotherapy practice is based on these concepts, which 
may or may not be valid. They are however fundamental 
to the medical model and adherence to them implies 
acceptance of the medical model, willingly or not.
The Social Model
This is an alternative way of describing the experience 
of being ill, and in particular of disability. It is beginning 
to be cited in physiotherapy literature (French, 1992; 
Johnson, 1993) and is worthy of detailed examination. 
The acceptance of it as a theory on which to base 
physiotherapy practice requires close consideration, since 
part of its message is that rehabilitation services collude 
in society’s disabling of physically impaired people. The 
model builds on the concept of disability as being socially 
determined rather than belonging to an individual 
disabled person. So long as disability is centred in the 
individual, as it is in the medical model, then resources 
are directed towards solving the problem presented 
by that individual — including the development of 
rehabilitation professions. If disability is determined 
by society, then resources have to be redirected 
towards making society less disabling — by changing 
the physical and psychological fabric of society.
The origins of this model lie in the politics of the 
disability movement. Writers such as Finkelstein (1981, 
1984a, b), Davis (1990) and McKnight (1981) have built 
on work done by Illich et al (1977) and have developed 
a polemic model to underpin the work of contemporary 
disability organisations in their campaign for civil rights. 
Part of this civil rights initiative develops the concept 
of disabling professions and includes therapists as part 
of the problem faced by disabled people, not as part of 
the solution. This is therefore not a comfortable model 
in its current form for therapists but one which should 
be examined closely as it develops, particularly by those 
who desire to claim it as a basis for practice. An 
anonymous contributor to the proceedings of a utilisa­
tion conference (WRF, 1979) wrote:
‘Finkelstein makes it difficult for researchers, practitioners 
and administrators to pursue the typical models of 
rehabilitation with the innocence they have until now.’
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Holism
The origins of holism lie in post-Boer War South Africa 
and Jan Smuts’ search for patterns in the chaos that had 
been created in South Africa (Smuts, 1952). Smuts was 
looking for meanings, for a whole to be found in 
fragmented parts. The theory that he developed was 
based on the belief that certain wholes are greater than 
than the sum of their parts. This flies in the face of 
reductionism as Smuts claimed that to examine parts 
of anything is meaningless — meaning can only be found 
in the whole. Holism has become increasingly attractive 
as a model upon which physiotherapists, and others, can 
claim their practice is based. However, holism may 
be fashionable but the fact that it contradicts so much 
of what is fundamental to the medical model has led 
to a re-defining; the 1990 Oxford English Dictionary 
defines it as:
‘The treating of the whole person including mental and social
factors rather than just symptoms of a disease.’
This later definition happened in reaction to accusations 
that medicine was too reductionist (OWLS, 1992). Holism 
in its thie sense is incompatible with the medical model, 
but is politically attractive to medicine, so it has had to 
be re-defined. What we have with this re-definition is 
what Engel (1977) describes as the biopsychosocial 
model. This involves dividing human beings into three 
distinct but inter-related entities — a biological being, 
a psychological being and a social being — examining 
all three and then adding them together to make a 
whole. This ignores Smuts’ premise that we need to look 
at the whole first to make any sense at all of the parts, 
and that indeed it is only through belonging to a 
particular whole that a part acquires any meaning. The 
biopsychosocial model is not holism by another name; 
it is an aberration of holism which is attractive to 
physiotherapists as it does not threaten the concepts 
of the medical model. It is what Bevis (1978) calls 
summative dualism to distinguish it clearly from 
holism.
Discussion
No one can argue that physiotherapy has not regained 
important parts of its autonomy. Direct referrals and 
non-medical management are clear indications that, 
following nearly a century of basking in the patronage 
of the medical profession, physiotherapy has taken 
important steps along the road of self-determination. 
Indeed, Jones (1991) has argued that the recognition of 
physiotherapists as autonomous practitioners, along 
with management of the profession by physiotherapists 
rather than doctors, are the key elements which 
demonstrate that physiotherapy is no longer dominated 
by medicine. However, this does not acknowledge that 
practice is based on theory, and that theory develops out 
of practice. Without theory free from medical dominance, 
physiotherapy practice will still be medically controlled 
(Miles-Tapping, 1985; Parry, 1991). This paper has set 
out to demonstrate that only through a full understand­
ing of the beliefs which underpin their practice will 
physiotherapists be free to choose whether or not to 
continue to be dominated by medicine.
A profession which is attempting to define its own 
knowledge base without an examination of the
fundamental beliefs which underpin it is bound to be 
confused. This confusion has manifested itself in conflicts 
and tensions in practice, management, education and 
research. In all these areas physiotherapists claim to be 
working within one of the theoretical models. It has be­
come fashionable to reject the medical model and to damn 
it for not being holistic. The claim is that physiotherapy 
is holistic and therefore it is inappropriate to use the 
medical model. However, if one discusses the concepts 
that underpin the medical model it is clear that many 
of them underpin, rightly or wrongly, physiotherapy 
practice, management, education and research. To reject 
the medical model and take on board another model is 
only sensible if the paradigm of that other model is 
compatible with the paradigm of physiotherapy as 
understood by an individual practitioner or by the 
profession as a whole. It is difficult to see direct links 
between physiotherapy and the social model which 
currently argues for the abolition of the profession, 
or physiotherapy and holism which demands an 
abandonment of precious reductionist practices.
Physiotherapy has, as we have seen, very successfully 
allied itself to medicine from the inception of its 
professional organisation to the present time. This has 
meant accepting medical dominance not only of our 
practice, but also of our theory. Physiotherapy is 
therefore very firmly embedded in the medical model. 
The desire for change is evident in the growing claims 
that physiotherapy practice is based on something other 
than the medical model. The profession currently is not 
comfortable with it. This may be because it is in­
herently incompatible with physiotherapy. It may be 
that the adoption of the medical model was no more than 
a pragmatic move which has served the profession well. 
However, what may have been a pragmatic move in 1894 
has had profound and far-reaching effects in shaping the 
development not only of organisational aspects of 
physiotherapy, but also of the theoretical framework 
which determines its practice.
Alternatively, it may be that the medical model is so 
fundamental to physiotherapy practice that it was an 
inevitable step in 1894 — to ally physiotherapy to the 
profession which was not only dominant socially, but 
which was also responsible for developing the theoretical 
basis of its practice. It may be that to remove the concepts 
that underpin the medical model from physiotherapy will 
be to render physiotherapy powerless. The big dilemma 
facing the profession as it enters its second century as 
an organised force within mainstream health provision 
is that if the medical model is rejected as the basis for 
physiotherapy there may not be anything else to take 
its place. The profession has to be sure that the current • 
dissatisfaction with the medical model is not just a 
passing phase but is crucial enough to warrant the 
development of an alternative theoretical basis for the 
practice of physiotherapy. This alternative theoretical 
basis has to be found within and developed from this 
very practice. Physiotherapy must stop looking to other 
disciplines’ theoretical frameworks for an explanation 
of why it does what it does and begin the task of 
developing a physiotherapeutic model of the theory and 
practice of physiotherapy as demanded by Williams in 
the 1986 Founders’ lecture (Williams, 1986).
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Article/Letter to the Guardian
Editor:
The Future is bright: The Future is a Rehabilitation Therapist
David Brindle’s interesting article (Society: June 21) on the Audit Commission’s study 
on the care of older people and fragmented, ineffective rehabilitation services is no shock 
to us as health care workers. Let the disorganised, muddled picture that the Audit 
Commission’s study describes, be a thing of the past.
One of the causes of the problematic fragmented and ineffective rehabilitation service is 
the continuing existence of traditional professional demarcation boundaries. We write as 
health care professionals, aware particularly of the state of affairs with occupational and 
physiotherapists, who provide much of the core rehabilitation for all age groups at the 
acute, intermediate and community stages.
The Government has thrown down the gauntlet to health professionals to look more 
creatively and flexibly at their practice and the time is now right for action. The 
traditional assumptions about professional roles in the NHS are currently being 
challenged and occupational and physiotherapists need to consider their future carefully.
The shift of health care settings to a more primary care based focus and the growth in the 
aging population are driving the future of rehabilitation professionals like never before. 
However, the one factor that should alter the mindset of the health professional must be 
the increasingly heard voice of the consumer. Service users want more rehabilitation and 
of that there is little doubt. What they don’t want is the confused and haphazard service 
many experience at the moment. The baffled user is confused by a service with many 
different professionals doing, as far as the user is concerned, very similar jobs but not 
delivering a high quality “seamless” service that they expect and deserve
Physiotherapists and occupational therapists share many core skills. Practice role 
confusion has been shown to be particularly acute between occupational therapists and 
physiotherapists and very often there is unnecessary duplication of key tasks. For 
instance, this role overlap commonly occurs in the rehabilitation of older people, cardiac 
rehabilitation, stress management and occupational health screening. Physiotherapists and 
occupational therapists may both be in the same team, asking the same questions, aiming 
for similar goals and as a result confusing the user and duplicating the workload. This 
does not make an efficient service.
In community settings where the approach tends to be more holistic the skill sharing 
tends to be even more marked. Traditional roles like, for example the provision of 
equipment for the home and assessment for wheelchairs are often shared successfully
resulting in a far more seamless and less confusing service for the user. Let us develop on 
this success.
The debate about skill sharing, role overlap and professional boundaries runs on 
internally in the OT and PT professional camps. However, serious talk about the future of 
the two professions is rarely addressed. Individuals are too busy holding onto their 
perceived areas of expertise and protecting their scarce resources rather than looking at 
responding to the needs of the service users.
Physiotherapy and occupational therapy students are currently educated at undergraduate 
level in Universities in the UK. Currently there are shared modules such as anatomy, 
physiology and behavioural sciences. The model of shared learning between 
occupational and physiotherapy courses is increasing. But is that enough? We propose 
one step further- that a full mapping exercise of skill sharing, commonalities and 
differences is undertaken with a view to ultimate merging of the two professions into one 
rehabilitation therapist who is truly responsive to the needs of the user in the changing 
NHS. This would provide one positive move towards the creation of a modem NHS, with 
the haphazard and fragmented service and the confused user a relic of the past.
Pennie Roberts, Principal Lecturer & Sue Smith, Senior Lecturer in Physiotherapy at 
Leeds Metropolitan University
Dr Simon Balmer- Consultant in Public Health Medicine, Tees Health Authority.
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Role Overlap and Professional 
Boundaries: Future 
Implications for Physiotherapy 
and Occupational Therapy in 
'he NHS
orum
um m ary Traditional assumptions about professional roles and 
tructure in the modernising National Health Service are being 
hallenged.
The changing nature of healthcare, the increase in the older 
opulation, and staffing implications are all key issues affecting the 
uture of occupational therapy and physiotherapy as future 
eparate professions. These complex changes are potentially 
hreatening for these professions as they currently exist, 
will, therefore, be necessary to  find solutions to these issues 
the healthcare labour force is to  be responsive to m eet the 
hallenges ahead in the changing NHS.
Role overlap, role confusion, fragmentation of therapy services, 
hared learning and a melding of the core skills and philosophies 
f occupational therapy and physiotherapy are the drivers for 
hange and modernisation discussed in this paper.
The paper offers the suggestion that occupational therapy and 
hysiotherapy undergraduate education programmes should be 
mbined. It also recommends that a creative, independent and 
mprehensive review of future workforce planning should be 
dertaken and states that the real way forward is towards the 
eation of highly skilled rehabilitation therapists w ho would be 
uly responsive to the needs of service users.
Introduction and Background
Traditional assumptions about professional 
ro le s  in  th e  rap id ly  c h a n g in g  N a tio n a l  
Health Service (NHS) are being challenged. 
T h e  B ritish  P rim e M inister, T ony Blair, 
recently affirmed that modernisation is high 
on the political agenda.
T he removal o f  professional boundaries  
is a m ain focus for the govern m en t’s new  
NHS. Acdon Committees have been formed  
to m o d e r n ise  an d  c h a n g e  th e  N H S by 
evaluating current practice and skill m ix, 
q u estion in g  the assum ptions o f  yesterday  
and form ulating policy for the future. The 
professions a llied  to m ed ic in e  are facing  
m ajor c h a llen g es  in  resh ap in g  th e  N H S  
w ork force . As D oyal and C am eron  et a l 
(2000) write: ‘The problems have been well 
rehearsed but solutions seem  as far away as 
ever.’
‘th, S, Roberts, P and 
mer, S (2000). ‘Role 
dap and professional 
tndaries: Future 
lications for 
'siotherapy and 
upational therapy in 
N HS’, Physiotherapy, 
8, 397-400.
Interprofessional relations, 
occupational therapy, 
physiotherapy, 
professional role.
by Susan Smith 
Pennie Roberts 
Simon Balmer
This paper aim s to discuss factors which  
influence the provision o f  physiotherapy and  
occupational therapy service delivery, and  
consider the nature o f  these professions now  
and in the future. It proposes that ultimately 
the two professions should m erge.
Changes in Healthcare Delivery
T he sh ift o f  h ea lth ca re  serv ices  in to  th e  
primary care setting, increasing numbers o f  
older p eop le , th e  rise in ch ro n ic  diseases 
and the philosophy o f  a m ore client-centred  
service are the drivers o f  ch an gin g  physio­
therapy and occupational therapy roles in  
this new  m illen n iu m . As a resu lt o f  th ese  
issues, there will be a greater dem and for  
h ea lth c a r e  a n d  an in c r e a s in g  n e e d  fo r  
therapists.
The m ove to form  prim ary care groups  
and prim ary ca re  tru sts , th a t have th e  
responsibility for com m issioning secondary  
care an d  im p r o v in g  th e  h e a lth  o f  th e  
p o p u la t io n , is b e c o m in g  o n e  o f  th e  
lynchpins o f  the NHS. Two-thirds o f  hospital 
beds are occupied by elderly people (D oH , 
2000a), the population  itse lf is ageing and  
expectations o f  older p eop le  are changing. 
T he n eed  for co n tin u in g  care and rehab­
ilita tion  in  b o th  acu te  a n d  prim ary care  
settings is increasing rapidly. New and m ore  
effective ways m ust be fou n d  to help these  
o ld e r  p e o p le  r e g a in  th e ir  h e a lth  a n d  
independence.
C o n su m er ism  a n d  in c r e a s in g  c l ie n t -  
centred care will add im petus to changing  
th e r a p is ts ’ r o le s . It is c r u c ia l th a t th e  
fundam ental p r in c ip les o f  c lien t-cen tred  
p ra c tice  rem a in  at th e  fo r e fr o n t  o f  
occu p ation a l therapy an d  physiotherapy. 
Therapists have a u n iq u e  o p p o rtu n ity  to  
fa c ilita te  c l ie n t  a u to n o m y  th r o u g h  th e  
nature o f  their rehabilitation work and their  
fu n c tio n a l a p p ro a ch  to a sse ssm e n t a n d  
treatm ent. T h e goal o f  a seam less service  
between the acute and com m unity  sectors  
‘draws on  the assum ption that the client is 
not so m uch con cern ed  with the issues o f
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multidisciplinary demarcation as receiving a 
service that is both efficient and effective’ 
(Biggs, 1993).
A service with many different professionals 
doing, so far as the user is concerned, very 
similar jobs but not delivering a high quality 
serv ice  is n o t th e serv ice that users may 
e x p e c t  o r  d eserv e  (A u d it C o m m iss io n , 
2000). As Potts (1996) stated, the challenge 
facing health professionals will be to justify 
why it is necessary to have ‘so many separate 
professional groupings, each protective o f  
their own boundaries, to assess, manage and 
im plem ent care and rehabilitation’.
For physiotherapists, working in a client- 
c e n tr e d  m o re  so c ia lly  b ased  m o d e l o f  
healthcare is a radical departure from the 
treatm ent o f  patients in large acute hosp­
ita ls d o m in a te d  by a m ed ica l m o d e l o f  
healthcare. The diverse scenarios o f  care in 
the com m u n ity  w ill ch a llen g e  them  and  
their perception o f  their own role and those 
o f  their fellow health workers (Richardson, 
1999).
T h e  s ta ff in g  p ro b lem s o f  th e  N H S  
continue to remain a major issue (Goldacre,
1998). The numbers o f  physiotherapists and 
occupational therapists, although increasing, 
w ill n o t  b e  e n o u g h  to m e e t th e  u se r s ’ 
dem ands. There are many unfilled posts in 
both hospitals and community settings. For 
exam ple, 20% o f  occupational therapy posts 
are currently vacant and there are similar 
shortages in physiotherapy. T he N ational 
H ealth  Service Executive has lau n ch ed  a 
three-year marketing strategy to attract new 
recruits and encourage professionals back to 
the N H S (Frontline, 2 000). However, new  
a p p r o a c h e s  are n e e d e d  to ad d ress  
recruitment issues.
The Professions of 
Occupational Therapy and Physiotherapy
Archetypal professions involve autonom ous 
p r a c tic e , an e x c lu s iv e  k n o w led g e  b ase , 
serv ice  to th e  p u b lic , se lf-reg u la tio n  o f  
sta n d a rd s an d  o c c u p a t io n a l c o n tr o l o f  
rewards.
B oth  occu p ation a l therapy and physio­
therapy have cla im ed  p rofessional status 
over m any years. B oth  have esta b lish ed  
training courses at degree level, have licence 
to practise and public recognition.
By its very nature, the healthcare labour 
force is an interdependent one. Doyal and 
Cameron et al (2000) discuss how different 
o ccu p a tio n a l g rou p s did  not d ev e lo p  in  
isolation from one another but as part o f  a 
com plex system capable o f  carrying out the
many activities that make up the NHS. They 
w rite: ‘D e sp ite  o b v io u s  rec ip ro c ity , th e  
different elem ents o f  the NHS labour force 
are still planned and managed in isolation. 
This fragm entation has a major im pact on  
the quality o f  patient care.’
O c c u p a tio n a l th e r a p is ts  an d  p h y s io ­
therapists share m any core skills and the  
debate runs on about duplication o f  skills, 
professional b ou n d aries and role overlap  
(G olled ge, 1998; Brown and G reenw ood, 
1999) but serious talk about the real future 
o f  the two professions is rarely addressed.
However, som e mem bers o f  both profess­
ions have already sown the seeds o f  doubt 
in  th e  m in d s o f  th e  tr a d it io n a lis ts .  
Kay East, chair o f  the British Association o f  
Occupational Therapists, has said: ‘We need  
to be clear that our professional practice is 
u n iq u e  or a ccep t that we w ill b e  cast as 
generic workers’ (East, 2000).
Physiotherapy literature also suggests that 
there may be a crisis o f  con fid en ce  in the 
profession (Bardett, 1991) and the current 
drive for evidence-based practice is causing  
som e therapists to d ou b t th eir  cred ib ility  
(Richardson, 1999).
O verlapping o f  roles has b een  show n to 
o c c u r  in e r g o n o m ic s  an d  o c c u p a t io n a l  
therapy (H ignett, 2000) and pracdce-role  
c o n fu s io n  is p a rticu la r ly  a cu te  b e tw een  
occupational therapists and physiotherapists 
(C on n er Kerr et al, 1 9 9 8 ). As R oth ste in  
(1986) has said about physiotherapists: ‘We, 
as a profession, may be doing more things, 
but in n o  way have we d ev e lo p e d  a true  
sense o f  who and what we are.’
Undergraduate Education
in  the United K ingdom  both occupational 
therapists and physiotherapists are currently 
e d u c a te d  at u n d e r g r a d u a te  le v e l in  
universities. T here are 29 university-based  
physiotherapy cou rses for undergraduate  
students and 27 for occupational therapy. 
T h e r e  are . m an y  c o m m o n  areas in  
undergraduate training such as teaching o f  
th e  b asic  s c ie n c e s  in c lu d in g  a n atom y, 
physiology and behavioural sciences. Both  
professional groups are taught skills such  
as problem  solving, clinical reasoning and  
communication.
Six universities share m od u les b etw een  
u n d e r g r a d u a te  o c c u p a t io n a l th era p y , 
physiotherapy, and sp eech  and lan gu age  
therapy. This m odel o f  shared education is 
in c r e a s in g . S h a red  le a r n in g  is p o p u la r  
a m o n g  u n d e r g r a d u a te s  an d  in c r e a s e s  
k n o w led g e  and u n d e r sta n d in g  o f  o th e r
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healthcare professions. It also demonstrates 
the im portance o f  m u ltid isc ip lin ary  and  
in terd iscip linary team work -  vital in this 
time o f  increasing collaboration with other  
professionals (Parsell etal, 1998).
Is shared learning enough, however? We 
propose one step further -  that these shared 
le a r n in g  m o d u le s  an d  o th e r  fo rm s o f  
interdisciplinary education ultimately result 
in a dual qualification with the h op e that 
on e day the professions will m erge and a 
truly responsive rehabilitation therapist will 
evolve.
Physiotherapy and Occupational Therapy 
Roles
Occupational therapists, with their in-depth 
k n o w led g e  o f  m en ta l h ea lth  issu es , are 
involved to a greater exten t than physio­
therapists in psychotherapy, sm all-group  
work and counselling skills for users o f  the 
mental health services. They have a greater 
in p u t in to  b eh a v io u ra l p ro g ra m m es  
th an  p h y sio th era p ists  and  th ey  have a 
con sid erab le  role in  provid ing advice to 
users about strategies to cope functionally  
at hom e. They have considerable expertise 
in  c o g n it iv e  a sse ssm e n t te c h n iq u e s .  
P h ysio th erap ists , how ever, have grea ter  
in p u t  in the tr e a tm e n t o f  in d iv id u a ls  
needing acute respiratory care, the provision 
o f  exercise-based activities and the diagnosis 
and treatm ent o f  m usculoskeletal injuries. 
The use o f electrotherapy is more prevalent 
and physiotherapists are taught specific soft 
t issu e  te c h n iq u e s  an d  sk ills . T h e r e  is 
considerable role overlap and unnecessary 
duplication of key tasks. For instance, role 
v er lap  occurs in  th e  r e h a b ilita t io n  o f  
Ider p eo p le , cardiac reh ab ilita tion  and  
ccupational health screening.
Key areas o f role overlap and skill sharing 
re m ore prevalent in holistic com m unity  
e ttin g s  w here tra d itio n a l o ccu p a tio n a l  
erapy skills such as equipm ent provision, 
o m e  v isits and w h e e lc h a ir  a sse ssm en t  
n d  provision  may be shared w ith  their  
hysiotherapy colleagues. Professional roles 
re m ore d elin eated  in the acute setting  
ut there is still overlap in the provision  
f  fu n c tio n a l a c t iv it ie s , n e u r o lo g ic a l  
habilitation, the teaching of handling and 
nsfers and assessment o f social needs.
T he emphasis on  evidence-based practice 
will con tin u e  and as a result, physiother­
apists and occupational therapists will have 
to justify m ore robustly their place in the 
healthcare team.
O ccupational therapists and physiother­
apists are actively debating w hether their 
su p p o r t  w o r k e r s /a ss is ta n ts  sh o u ld  be  
generic or profession-specific, but generally 
continue to look inwards when it com es to 
th e m se lv e s . T h e y  are busy d e v e lo p in g  
clinical specialists to protect the idendty o f  
their professions (COT, 2000) rather than 
view their own role overlap from the outside.
Conclusion
Occupational therapy and physiotherapy job  
roles are sim ilar and there is current role 
confusion and overlap. Physiotherapists are 
b e c o m in g  m ore aware o f  th e  ‘care  and  
su p p o r t ’ p h ilo s o p h y  ra th er  th an  th e ir  
traditional ‘cu re’ philosophy (Richardson,
1999) and as a result the two professions, 
already close, may overlap further. Service 
users n eed  ad eq u ate num bers o f  trained  
therapists to provide them with the effective, 
high quality rehabilitation service that they 
deserve. Doyal and Cam eron et a l (2000) 
discuss how som e professions may n o t be 
sustainable in their current form  and how  
new groupings may have to em erge to m eet 
new needs. They specifically m ention  how  
o c c u p a tio n a l th erap ists face  in c r e a s in g  
difficulties in sustain ing a specific  role in  
an acute care setting.
I n d e e d , th e  D e p a r tm e n t o f  H ea lth  
(2 0 0 0 b ) has c a lle d  fo r  ‘a m o re  h o lis t ic  
approach to w orkforce p lanning than has 
been the case hitherto’. The professions o f  
occupational and physiotherapy have core  
skills, unique skills and com petencies that 
need  to be mapped, analysed and explored  
in an independent comprehensive and wide- 
ranging review.
It may then be possib le to recom m en d  
c o m b in e d  u n d e r g r a d u a te  e d u c a t io n  
programmes leading to a dual qualification 
an d  u lt im a te ly  h ave a truly c o m b in e d  
profession.
These new rehabilitation therapists would 
be expertly skilled in all aspects o f  rehab­
ilitation and truly responsive to the needs o f  
service users in the changing NHS.
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Key Messages
■  The removal of professional boundaries 
in the modem NHS will challenge the 
traditional professional structures of 
physiotherapy and occupational therapy.
■  Changes in healthcare delivery and the 
burgeoning philosophy of client-centred 
care will add impetus to changing 
therapists’ roles.
■  The current division between 
occupational therapy and physiotherapy 
does not provide an ideal, client- 
centred, seamless service.
■  Physiotherapy and occupational therapy 
may not be sustainable as separate 
professions.
■  The way forward may be the creation of 
rehabilitation therapists
iotherapy August 2000/vol 8 6 /n o  8
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relationship between 
cupational therapy and 
hsiotherapy has been a 
ng topic of discussion 
for many years.
Letters in the 1970s, discussions 
in the ’80s, and conferences in the 
■90s all raised the issue of why 
there are two professions which 
both focus on rehabilitation and 
which both carry out largely sim­
ilar functions.
To those outside the professions 
it is often perplexing, and to many 
inside it is no clearer.
However, there are reasons - his­
torical and current - why the two 
professions developed and con­
tinue to exist separately.
Each addresses issues of reha­
bilitation in its own way and each 
contributes a set of professional 
skills based around theoretical and 
practice models that are different 
and equally valuable.
The question this article att­
empts to address is whether the 
status quo is best either for the 
professions themselves or, even 
more importantly, for the users of 
the services we provide.
"The two professions were form­
ed. and grew up, in a world which 
was very different to the one in 
which we now practise and it is 
time to take a long hard look 
at whose interests are best serv­
ed through defining ourselves by 
our differences, rather than by our 
similarities.
Clinically, there are many situa­
tions in which the two professions 
work across traditional bound­
aries, sharing skills and delivering 
a service determined by the needs 
of the service user.
Managerially, many therapists 
are now working within a broad 
therapy framework where depart­
if
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mental boundaries have been re­
moved and where the focus is on 
what is common to therapists, 
rather than what divides them
Educationally, shared learning 
is a reality for many therapy stu­
dents, who graduate with a sound 
understanding of and respect for 
each other's discipline.
It seems, however, that attempts 
to engage in debate on acknowl­
edging the growing closeness of 
the two professions quickly foun­
der. Both professions appear to 
perceive their shared expertise as 
something to be hidden rather than 
something to be celebrated.
Rather than seeing each other as 
allies, there is a tendency to jump 
back behind professional barriers 
every time someone notices that 
actually, a great deal of what is 
going on in rehabilitation is not 
OT or PT specific but is deter­
mined by the needs of the user.
We are two professions, justifi­
ably proud of our roots, our tradi­
tions and our core skills.
Reports from ill-advised sources 
calling for generic working and a 
forced merger to produce a “jack of 
all trades and master of none” halt 
any reasonable discussion on the 
reality of interdisciplinary work­
ing and on ways that this can be 
moved forward to deliver therapy 
services that are truly tailored to 
the needs of the individual user.
Rather than the generic thera­
pist model - much derided and not 
a helpful contribution to the cur­
rent debate - alternative models 
are needed to build on the profes­
sions’ strengths and maximise the 
opportunities available to both in 
the current push for improved re­
habilitation services.
The move to community work­
ing in primary care settings is a 
key driver for change. In primary 
are. and in client-based special­
isms, role overlap and consequent 
skill-sharing is more evident than 
in hospital-based medical special­
isms, and it is perhaps greatest in 
the area of rehabilitation - a term 
which has yet to be clearly defined, 
but which is very definitely in 
vogue, following recent govern­
ment initiatives.
The therapy professions’ res­
ponse to initiatives on modernising 
the NHS and to the National Plan 
must include a rationale for the 
organisation and delivery of 
therapy services.
Certainly we an continue with 
the existing model of two profes­
sions working within multidiscipli­
nary or interdisciplinary teams. 
There is nothing new there; it is a 
model that has been around for 
decades. But is it enough?
If we turn things around and 
look at what service users might 
want and expect from the thera­
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pists who work with them we an 
only second guess. But we must 
start examining what we do from 
the perspective of those whom we 
are there to serve.
If we take our therapist hats 
off and try to imagine what we. 
might want, were we to be on the
“Ratherthanthe generic therapist model-much derided and notahelnful contributiontothe current debate- alternative models are needed to build on the professions’ strengths^T
other side of the equation, we 
would want someone who was 
really, really good at what they 
were doing - not someone who 
could do everything, and none of it 
very well.
That professional would have 
knowledge and expertise which 
covered the whole area of our 
needs; someone who recognised 
their own limitations but didn't 
have to stop beause the next bit 
was someone else’s job; someone 
who could draw on a wide range 
of skills and tools to help us move 
forward; someone who could get 
on with what they were good at - 
rehabilitation.
What we are describing here is 
someone specialising in rehabilita­
tion from a wider base than is cur­
rently available to either single 
profession, someone whose indi­
vidual scope of practice has devel-
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oped from a set of skills which has 
been drawn from the best we all 
have to offer.
This is about undoing the 
existing packages of OT and PT 
and allowing both sets of thera­
pists to extend their practice into 
areas that have traditionally be­
longed to someone else.
In this new model there would 
still be therapists doing what we 
now recognise as occupational 
therapy or physiotherapy, and 
therapists specialising in existing 
areas in both professions
However, there would, addition­
ally. be therapists specialising in 
rehabilitation, drawing on a much 
more comprehensive set of prac­
tice models than is presently avail­
able to either profession.
Therapists from both disciplines 
have shown a remarkable ability to 
adapt to the demands of a chang­
ing society, a changing NHS and 
changes in higher eduation. But 
to date we have dodged the issue of 
how much more closely the two 
professions an move together.
We think there is potential for 
much closer co-operation, to the 
point where the boundaries will be 
dismantled and a new discipline of 
rehabilitation therapy, combining 
the very best of both professions, 
will emerge.
We think that we, the two pro­
fessions, need to engage in this 
debate right now and grab the 
opportunities presented by the cur­
rent reform agenda to ensure that 
users of our services get the very 
best wean provide.
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